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Hospital. 


THE most fundamental of the complex changes which the female 
generative organs undergo is the process whereby the ripened 
Graafian follicle discharges its ovum into the. peritoneal cavity. 
The features of the mechanism of ovulation in lower animals can 
be easily studied, but in Man the only method of obtaining 
accurate information is to search laboriously through specimens 
of human ovaries until either a ripening or a recently ruptured 
follicle is found. As such specimens are rare it is not surprising 
to find that there is only a small amount of evidence to show the 
nature of the mechanism in human subjects. It is the purpose of 
this paper to give an account of follicle ripening and of ovulation 
in the human ovary and as the former process presents a very 
common abnormality which leads to the production of an ovarian 
hematoma, this condition will also be described. : 
It has become my habit to deplore our ignorance of the 
elementary principles of ovarian physiology and there is some 
justification for this attitude. It is hardly sufficiently emphasized 
that the reproductive functions are among the earliest properties 
of cell life to be developed and are responsible for some of the 
most powerful instincts that dominate the habits of all forms of 
life. For these reasons it is justifiable to state that probably of 
all the physiological processes of the body among the most highly 
specialized and intricate lie the reproductive functions. If these 
principles were borne in mind the problems of ovarian physiology 
would be attacked with more humility than is often the case. 


*From the Department of Gynecology and Obstetrics, St. Bartholomew’s 
Hospital. 
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In the human ovary at periodic intervals primordial Graafian 
follicles hypertrophy and become highly specialized in the process 
of ripening. We are completely ignorant of the factors which 
determine why this should occur and why only certain primordial 
follicles hypertrophy, while primordial follicles lying in the 
immediate vicinity remain inactive. If it is postulated that the 
activity of a primordial follicle is initiated and controlled by a 
stimulus, this must be very specific in its action for it selects only 
a few follicles at a particular time. On the other hand the alternate 
hypothesis of assuming that the process of ripening begins because 
an inhibitory stimulus is removed is still more unsatisfactory, for 
it is difficult to imagine any specificity attached to such a mechan- 
ism. From purely theoretical considerations I have indicated 
elsewhere! that in all probability the primary fundamental activity 
ot the ovary is displayed in the process of follicle ripening : that 
this activity has a periodicity constant for the healthy individual 
and of dimensions which are determined by no known laws and 
that this periodicity is not influenced by purely physiological 
factors. If this hypothesis be accepted it is possible to offer general 
though by no means detailed explanations of the other functions 
and activities of the ovaries. 

In the process of ripening, quite apart from the changes of 
maturation of the ovum into which it is not proposed to enter, 
extremely intricate changes take place. First, there is considerable 
hypertrophy of the follicle, and secondly, most interesting of all, 
the ripening follicle burrows from the depths of the cortex towards 
the surface of the ovary and in some way discharges the contained 
ovum into the peritoneal cavity. The changes in the follicle which 
are seen in the process of ripening will now be dealt with. 


FOLLICLE RIPENING. 


The primordial follicle consists of an ovum surrounded by a 
single layer of flattened cells, and all these cells are derived from 
the germinal epithelium of the embryo. The peripheral cells later 
become differentiated to form the granulosa layer of a Graafian 
follicle. Until ripening begins there is a sharp line of demarcation 
between this pesipheral layer of cells and the stroma cells of the 
ovarian cortex, but in the process of ripening two further layers 
become developed to surround the follicle and its granulosa layer, 
an eeter, the theca externa, and an inner the theca interna. 

Both these layers are derived from the stroma cells of the 
cortex. It has been suggested in the past that the theca 
layers are developed from the granulosa layer and Waldeyer held 
that these theca cells arose either from leucocytes or from fibro- 
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blasts. In the human ovary it is easy to trace their origin from 
the stroma cells, for in the earliest stage of follicle ripening the 
stroma cells which surround the primordial follicle become 
swollen, their nuclei ovoid in shape and staining feebly ; and if a 
series of ripening follicles of various ages be examined it is simple 
to follow the development of these swollen cells into the theca 
interna and theca externa cells of the follicle. The second feature 
to be observed in the early stages of follicle ripening is the 
formation of new capillaries among these swollen stroma cells. 
It is clear that the early changes of follicle ripening are displayed 
symmetrically around the ovum and it is, therefore, reasonable to 
conclude that they are determined by a stimulus emanating from 
the ovum itself, 

The granulosa cells divide and subdivide and fairly early the 
liquor folliculi appears, usually, as pointed out originally by Nagel 
and more recently by Strassmann,? in that part of the granulosa 
layer which is directed towards the ovarian cortex. Because of the 
eccentric position of the antrum folliculi and because this space 
does not come directly in contact with the ovum, the discus pro- 
ligerus is differentiated and because the antrum is produced 
towards the ovarian cortex the discus and ovum are originally 
directed towards the medulla of the ovary. 

The origin of the liquor folliculi is an oft debated subject. One 
view holds that it is produced through the degeneration of granu- 
losa cells, the other, recently supported by Arthur Thompson? and 
Strassmann, assumes it to be secreted by these cells. There is no 
doubt that this latter view is correct. With Mallory’s stain it is 
quite easy to make out that the liquor coagulum is found amidst 
the cells of the granulosa layer, and that here it is continuous 
with delicate processes which are thrown out by these cells and it 
is not uncommon to see vacuoles of secretion in the granulosa 
cells themselves. While it is easy to understand how the liquor 
folliculi is produced it is not easy to understand how the granulosa 
cells and the ovum receive their nutrition. Capillaries are rapidly 
and plentifully produced in the theca interna layer during the 
process of ripening, but at this stage of development of the follicle 
they do not encroach upon the granulosa layer, being limited by 
the basement membrane of this layer—the so-called membrana 
limitans externa. In the stage of ripening of the follicle the granu- 
losa layer is quite non-vascular. This view differs from the opinion 
of Arthur Thompson,’ but I have examined carefully for capillaries 
in the granulosa layer and have failed to find them. It is possible 
that Arthur Thompson’s material was too pathological to be 
considered reliable. Although the question of vascularization of 
the granulosa layer is seemingly of no great importance it offers 
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an explanation of some of the peculiarities of the type of ovarian 
hematoma which will be described later. 

Fairly early in the process of ripening the bodies of Call and 
Exner make their appearance. (Fig. 1.) These consist of small 
spherical spaces in the granulosa layer each surrounded by a 
regular layer of radially arranged granulosa cells. These bodies 
are fairly obvious but it is unknown what their significance may 
be. Their development has been studied very closely and the 
views of Honoré have been confirmed. The earliest evidence of 
their development is the presence of a spherical globule of clear 
translucent material, rather vellowish in coiour, lying among the 
granulosa cells. Around this globule granulosa cells become 
arranged in a regular manner to produce a covering layer one cell 
thick. At a later stage, although the peripheral arrangement of 
granulosa cells remains, the core becomes reticulated and resembles 
very closely the reticulum found in the antrum folliculi. No 
evidence has been found to support the view of Arthur Thompson 
that the central core of the bodies of Call and Exner is produced 
by a disintegration of granulosa cells. It has been impossible 
to trace the origin of the central globule, but it is quite certain that 
this precedes the production of radially arranged granulosa cells. 
Similar globules are not uncommonly found in the antrum folli- 
culi. The bodies of Call and Exner persist in atretic follicles for 
some considerable time. In recently ruptured follicles they are 
soon compressed and obliterated by the rapidly growing granulosa 
cells. 

The changes in the theca interna layer during ripening has 
been described elsewhere.4| There are two well marked changes, 
first the production of new capillaries among the theca interna 
cells and secondly the hypertrophy of the theca interna cells so 
that at the end of the period of follicle ripening, and also immedi- 
ately after ovulation, they surpass the granulosa cells in size. 


THe APPROACH OF THE FOLLICLE TO THE SURFACE OF THE OVARY. 

Of all the remarkable phenomena which take place in the 
human ovary none can surpass in beauty, or call for more wonder, 
than the mechanism whereby the ripening follicle approaches the 
surface of the ovary. This mechanism was originally and admir- 
ably described by Strassman? from Aschoff’s laboratory. It is clear 
that before ovulation can occur the follicle must burrow through 
the cortex until it reaches the surface and that the ovum must be 
situated in such a position that it can be easily discharged into 
the peritoneal cavity. Strassmann showed that while in the early 
stages of follicle ripening the ovum is attached by the discus 
proligerus to that part of the follicle which is directed towards the 
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ovarian medulla—it will be remembered that the liquor folliculi 
first appears amidst the granulosa cells in a spot on the cortical 
side of the ovum—as ripening continues the cumulus rotates so 
that immediately prior to ovulation the discus is directed towards 
the surface of the ovary. Also in the process of ripening the 
development of the cells of the theca interna layer is con- 
tinuously best marked in that part of the layer which lies 
towards the peritoneal cavity and this leads to the production of a 
wedge of theca interna cells in this situation. (Fig. 2 and 5.) As 
these cells are actively growing not only do they burrow through 
the cortex but they lead to an area of diminished resistence. In 
this way the grgwing follicle develops in the direction of the 
surface of the ovary and consequently gradually approaches the 
peritoneal cavity. It is not proposed to enter fully into the sub- 
stance of Strassmann’s paper—which is of the first order, but a 
few additional remarks may be made. 

It must be emphasized that the Strassmann phenomenon is 
essentially a property of ripening follicles, although traces of the 
cone of theca interna cells can still be seen in follicles in early 
stages of atresia. As regards the propagation of the follicle to the 
surface of the ovary it is admitted that the production of the 
advancing cone of theca interna cells is the fundamental cause but 
it is not the only factor. In the early stages of ripening the 
advancing cone is free of capillaries, and there is no change in 
the adjacent stroma cells of the cortex. But at a later stage of 
ripening changes occur both in the theca externa layer and in 
these stroma cells. The cells of the theca externa layer immediately 
in front of the advancing cone hypertrophy and become irregular 
in outline and their protoplasm becomes vacuolated. These 
changes are accompanied by the production of large spaces between 
the theca externa cells and a particularly well marked space is 
seen between the two theca layers. Corresponding changes occur 
in the stroma cells in this situation and all these changes are 
factors which reduce the resistance to the development of the 
ripening follicle in the direction of the peritoneal cavity. It is not 
uncommon to see a large space produced at the very apex of the 
proliferating cone of theca interna cells and in some cases at this 
stage, because of the spaces produced, the surface of the ovary 
becomes depressed at the spot which is later to become the stigma. 
Similar changes can sometimes be observed in early atretic forms 
of the follicle. (Fig. 3.) 

Now with respect to the rotation of the cumulus. It is a fact 
which is easily proved by a comparative study of a series of 
ripening follicles that the cumulus which is originally directed 
towards the medulla gradually rotates until just before ovulation 
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it lies against the spot which is to become the stigma. (Fig. 3.) 
This arrangement will allow the ovum to be easily discharged 
into the peritoneal cavity. The mechanism of this rotation can 
be appreciated by studying a ripening follicle but it is extremely 
difficult to describe. It depends upon two main factors, the first 
is that the whole follicle is surrounded by cortical stroma cells and 
as these are packed tightly together they constitute a rigid capsule ; 
the second is the consistence of the theca interna layer. This 
layer consists of actively growing cells among which numerous 
young capillaries have developed and these properties give it a 
labile character. On the other hand the part of the follicle within 
the membrana limitans externa is relatively rigid. (Fig. 2.) It 
therefore follows that that part of the follicle which lies within 
the membrana limitans externa is capable of a rotatory movement 
in the medium of the theca interna layer. These points are quite 
clear if a ripening follicle is examined, but it is not clear what 
stimulus effects this rotation. The following suggestions, which 
are not altogether satisfactory, are put forward. In the early 
stages of ripening, although theca interna cells develop most 
plentifully in the advancing cone, the theca interna layer is 
thickest at the opposite pole and this thickness of the theca interna 
layer is due to the number of capillaries found at this situation. 
But the layer here is not uniformly thick, it varies in different 
situations and this results in the production of kinks in the granu- 
losa layer. (Fig. 2.) These kinks will therefore lead to a rotatory 
force being brought to bear on the part of the follicle within the 
membrana limitans externa. This rotatory force will result in 
this part of the follicle rotating until its heaviest part, namely, the 
discus, comes to lie in the region of least resistance, namely, the 
proliferating advancing cone of theca interna cells. 


THE HISTOLOGICAL FEATURES OF RUPTURE OF THE FOLLICLE. 

Immediately prior to rupture the follicle is near the surface 
of the ovary with the cumulus directed towards the peritoneal 
cavity. The theca interna layer is proliferated in this direction 
and is now becoming filled with dilated capillaries; the theca 
externa cells are swollen, widely separated from each other, and 
perhaps there is a depression from the surface of the ovary at 
the spot which is to become the stigma. The follicle approaches 
the surface in this way until no stroma cells intervene between 
its cone of theca interna cells and the surface of the ovary. At 
this stage a plug of coagulated plasma appears in the most 
advanced part of the theca interna layer. (Figs. 4 and 5.) This 
plug contains a few leucocytes and also for some peculiar reason 
a relatively large number of eosinophile cells. The resistance to 
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the pressure within the growing follicle is now necessarily very 
small and the liquor bursts through the plasma plug, pushing the 
ovum with its corona radiata into the peritoneal cavity. Several 
specimens which show the state of affairs immediately after 
ovulation have now been obtained. In normal specimens there is 
no blood in the cavity of the follicle. This is now easily explained 
by the observation that no capillaries are found in the granulosa 
layer prior to ovulation. The capillaries of the theca interna layer 
are separated from the granulosa cells by the membrana limitans 
externa. As a result of the sudden release in pressure some dis- 
tortion in the outline of the granulosa layer results, but this 
distortion is not responsible for the convoluted form of the corpus 
luteum. This 1s produced at a later stage by the enormous hyper- 
trophy of the granulosa cells and by the formation of capillary 
tufts in the theca externa layer. 

The stigma is now immediately closed by the plasma plug 
described above, and it seems tolerably certain that only for a very 
short time is there a communication between the cavity of the 
follicle and the peritoneal cavity. The second characteristic 
appearance in the situation of the stigma is the eversion of the 
layers of the follicle. This eversion is clearly produced by the 
sudden release in pressure within the follicle and the sudden 
diminution in its dimensions. | Consequently, immediately 
after ovulation two everted lips of granulosa cells matted together 
by the plasma plug represent the histological appearances of the 
stigma. It is believed that this represents the normal state of 
affairs but there are undoubtedly modifications which will be 
indicated below. 

The temporary closure of the stigma is made permanent by 
methods now to be described. The following is seen quite 
frequently. The everted lips of the granulosa layer which are 
glued together by the plasma plug, subsequently become approxi- 
mated through the hypertrophy of the granulosa cells in the pro- 
liferative phase of the corpus luteum. The plasma plug dis- 
appears, the two lutein layers become adherent, and in this way 
the stigma is permanently closed. In this method of closure, 
because of the eversion of the granulosa layer, granulosa lutein 
cells may be found spread over the surface of the ovary immedi- 
ately around the stigma. (Fig. 6.) This method of closure is 
seen best in cases in which the corpus luteum is well developed 
and the granulosa lutein’ cells are large. 

The second method of permanent closure depends upon the 
growing over and the obliteration of the plasma plug by 
connective tissue cells derived from the ovarian cortex. It is 
apparently determined by two factors, first, a large stigma, and 
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secondly, poor development of granulosa lutein cells. In these 
cases eversion of the granulosa layer at the stigma is not well 
marked, so that a glueing together of the opposing lutein cells 
does not occur when luteinization of the granulosa layer takes 
place. Connective tissue cells from the adjacent ovarian cortex 
gradually grow over and cover the stigma, but the site of the 
stigma can easily be recognized, for not only is it usual for this 
connective tissue layer to be depressed into the corpus luteum at 
this spot, but the connective tissue layer is thin and the stroma 
cells are not packed closely together as they are in the adjacent 
parts of the cortex. Again, at the site of the stigma although 
granulosa lutein and paralutein cells have become continuous with 
those of the opposite side, both cell layers are ill developed at this 
spot, particularly the granulosa lutein cells. At the site of the 
stigma after permanent closure therefore, the wall of the corpus 
luteum is thin and represented mainly my paralutein cells. 

In the third method there is no closure in the true sense of the 
term. In these cases the stigma remains widely patent—in one 
case it was approximately of the same width as the corpus luteum 
itself—and is not covered by connective tissue cells or by lutein 
cells. Nevertheless the cavity of the corpus luteum does not 
communicate with the peritoneal cavity for in these cases the 
plasma plug remains as a well-defined strip of fibrin which passes 
from one edge of the stigma to the other. The etiology of this 
latter class of case is very simple. It depends upon the occurrence 
of a large interstitial haemorrhage in the theca interna layer of the 
follicle during the process of ripening ; the hzemorrhage being in 
that part of the follicle immediately opposite the stigma, This 
hemorrhage, limited by the membrana limitans externa, pushes 
the adjacent granulosa cells inwards towards the stigma so that 
after ovulation the part of the follicle diametrically opposite the 
stigma may be pushed through the stigma itself. In these cases 
the stigma remains widely patent. 

It is not out of place to emphasize here once more that hamorr- 
hage does not take place into the cavity of the follicle during and 
after ovulation. Perhaps in some grossly hyperzemic cases a few 
red cells get into the cavity, but it is doubtful if large haemorrhages 
ever occur, for the reason that the granulosa layer does not contain 
capillaries at this stage and is separated from the engorged 
capillaries of the theca interna layer by the membrana limitans 
externa, 

It is of some interest to note that the three methods of closure 
of the stigma can be made out if corpora albicantia are examined. 
But for the replacement of the lutein layer by hyalin tissue parallel 
pictures are seen, But it should be remembered that corpora 
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albicantia tend to become displaced inwards to the medulla of 
the ovary, and in the case of very old corpora albicantia it is 
impossible to make out any trace of a connexion between the 
corpus albicans and the surface of the ovary. 


Most text-books 
state that the 


grooves and furrows on the surface of senile ovaries 
are produced by the scars of old ruptured follicles. 


This is quite 
wrong. The 


grooves and furrows are produced after the active 
child-bearing period since, as there is no call for a large blood 
supply to the ovary, the vessels of the medulla become atrophied 
and the reduction in the bulk of these vessels results in the more 
rigid cortex becoming convoluted as it collapses over the atrophied 
medulla. This explanation is at once obvious if senile ovaries 
are examined histologically. 


PATHOLOGICAL FORMS. 

A resumé has been given above of the normal processes of 
follicle ripening and of ovulation, partly because these processes 
are not widely known and partly because they form a_physio- 
logical basis upon which certain pathological conditions of the 
ovary can be explained. The most important of these pathological 
conditions is a type of hamatoma which occurs in relation to 
ripening follicles. The subject of ovarian hzmatomata is very 
popular and its literature very extensive. But until recently 
deplorable errors were made, the majority due to ignorance of 
normal ovarian histology and physiology. It is not proposed to 
give an account of all forms of ovarian haematomata; it is believed 
that by limiting oneself to a description of this one type its 
importance, its frequency and its simplicity will be emphasized 
and perhaps something will be done to eliminate the present day 
confusion, 

Far and away the commonest form of ovarian hamatoma is 
the type due io hemorrhage into the theca interna layer of a 
ripening follicle. 1 disagree entirely with Novak’s® statement that 
the commonest form is that seen with atretic follicles and | am 
convinced that the stromal haematoma of Pfannenstiel is extremely 
rare. Further, | believe that a large number of so-called stromal 
hematomata belong to the type now being described but that 
owing to incomplete histological examinations this association has 
been missed. At the present time there is no terminology for the 
type of haematoma now to be described, so it is suggested that the 
term follicular hamatoma be employed. The term theca lutein 
hzematoma cannot be used, since the theca interna cells have not 
taken on lutein characters. 

It has been emphasized elsewhere! that ovarian hyperemia is 
frequently found in laboratory specimens of human ovaries and 
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that this is related to the fact that the bulk of such specimens are 
obtained from cases of adnexal inflammation and uterine fibroids. 
In inflammatory conditions the hyperzemia is almost certainly due 
to the inflammatory reactions within the ovary. In the case of 
uterine fibroids the cause of the hyperzemia is not known with 
certainty. It is worth mentioning that ovarian hyperamia is 
commonly met with in post-mortem material. 

It is clear that if an ovary is hypereemic, and ovarian hyperemia 
may attain a remarkable degree, the capillaries of the theca interna 
layer of a ripening follicle will become engorged with blood. It 
is a typical finding in such ovaries that ripening follicles stand out 
distinctly by the gross congestion of the theca interna layers of 
the follicle. Further, such follicles can easily be seen with the 
naked eye and are responsible for the majority of hamorrhages 
seen in the ovaries of such cases. But in all cases the hyperemia 
is limited to the theca interna layer and, because the granulosa 
layer is not vascularized, there is no blood in the cavity. Since the 
capillaries in the proliferating theca interna layer are young and 
delicate it follows that if the primary ovarian hyperemia is 
extreme, the wall of the capillaries may be unable to resist the 
capillary pressure and then an interstitial heemorrhage will occur 
in the theca interna layer. The resulting condition is a follicular 
hematoma. (Fig. 7.) Its anatomical features are as follows :— the 
hzeemorrhage is bounded internally by the membrana limitans 
externa of the follicle and does not invade either the granulosa 
laver or the cavity. Externally it is surrounded by the dense 
stromal tissues of the cortex and in no case has a large diffuse 
stromal hematoma been seen; it is always localized around the 
follicle. There is obviously a close parallel between the etiology 
of this form of haematoma and the etiology of corpus luteum 
haematoma. In both cases there is a primary ovarian hyperemia, 
and in both cases this leads to the rupture of the walls of delicate 
newly formed capillaries. In the case of the follicular haematoma 
these are the capillaries of the theca interna layer of a ripening 
follicle; in the case of corpus luteum haematoma they are the 
capillaries of the granulosa lutein layer when this layer is becoming 
vascularized. 

Follicular hamatomata are often up to three-quarters of an 
inch in diameter and in such cases the hemorrhage in the theca 
interna layer is so extreme as almost completely to obliterate the 
cavity of the follicle, so that, in places, opposite surfaces of the 
‘granulosa layer come into contact. And yet even with extreme 
hemorrhage both granulosa layer and cavity are free of blood. 
The interstitial haemorrhage may lead to the formation of large 
masses of coagulated plasma and this finding is not uncommon. 
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In all cases theca interna cells can be identified among the 
extravasated blood cells, and in most cases a well-defined layer of 
theca interna cells is present immediately external to the granulosa 
layer. Such follicular hamatomata do not apparently influence 
the general features of the process of ovulation, but it is not 
uncommon in such follicles to see a little extravasated blood 
amidst the plasma plug at the stigma, though severe haemorrhage 
into the cavity does not occur. 

It has already been pointed out that the follicular hamatoma 
is the commonest form of ovarian hematoma and the etiology 
described above is simple and rigorously based upon physiological 
processes. 

There is no evidence to suppose that a haematoma of an atretic 
follicle ever occurs. It is true that atretic follicles with haemorr- 
hagic theca layers are seen, but they represent the late stages of 
follicular heematomata. In very old forms the blood is absorbed 
to a great extent, but while the normal atretic processes continue 
pigmented connective tissue cells are found around the hyaline 
lamina, and such atrefic bodies with pigmented cells in the near 
vicinity represent the last stage of follicular haeematomata. 

There is no reason to believe that such hamatomata have any 
clinical importance. The above communication has been given in 
the hope that it will help to clear up the existing confusion about 
ovarian hamatomata. 


SUMMARY. 

1. The features of follicle ripening have been described and 
the mechanism of the approach of the ripening follicle to the 
surface of the ovary explained. 

2. The histological changes at the stigma immediately before 
and after ovulation have been recorded. 

3. An account has been given of the methods of temporary 
and permanent closure of the stigma. 

4. A form of ovarian hematoma related to the alterations in 
the follicle during ripening has been described. 
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LEGENDS. 
Fic. 1. The discus proligerus and ovum of a young Graafian follicle 
are shown. In the lower part of the photograph a row of the bodies of 
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Call and Exner is present. The well defined line of demarcation between 
the granulosa and theca interna layers is seen. Theca interna cells are 
not numerous in this part of the follicle. 

Fic. 2. A ripening follicle approaching the surface of the ovary. The 
advancing cone of proliferating theca interna cells can be seen: the cells 
of this layer are here packed closely together. The ovum and discus are 
rotating to lie eventually immediately beneath the surface of the ovary. 
The vascularity of the theca interna layer on the medulla side of the follicle 
is seen and the distortion of the follicle can be made out. 

Fic. 3. A follicle in the early stage of atresia. The depression on the 
surface of the ovary is present. In this case atresia occurred when the 
follicle was on the verge of rupture. The cumulus can be seen near the 
surface of the ovary. The cortical stroma intervening between the surface 
and the follicle is cedematous. 

Fic. 4. This section was taken immediately to one side of the stigma of 
a recently ruptured follicle. To the right is the cavity of the follicle. There 
is a large heemorrhage into the theca interna layer. The advancing cone 
of theca interna cells can be seen and the plasma plug is well shown. 

Fic. 5. The same section under a higher magnification. To the left 
lies the surface of the ovary. The plasma plug, its contained leucocytes 
and the advancing cone of theca interna cells are well brought out. In 
this case there is hzemorrhage into the theca interna layer. 

Fic. 6. The stigma of a corpus luteum. Below and to the right lies 
the cavity of the corpus luteum, above is seen the surface of the ovary. In 
this case the everted lips of the ruptured follicle, through the proliferation 
of the granulosa cells, have become glued together and no communication 
between the peritoneal cavity and the cavity of the corpus luteum now 
exists. Paralutein cells can be seen to the left.. Granulosa and paralutein 
cells can be seen on the surface of the ovary surrounding the stigma. 

Fic. 7. A follicular haematoma. Above and to the left lies the cavity 
of the follicle with a thin granulosa layer. The rest of the photograph 
shows the theca interna layer infiltrated with blood. 
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THE medical literature of China stretches back a long way. As 
regards obstetric medicine one might say that there have been in 
China three periods. 


(a) The Legendary. The only work coming down to us from 
this period is the Neiching Ag, and although this is 
attributed to the Emperor Huang Ti, B.C. 2697, it is 
pretty certain that it did not appear in book form till 
about the beginning of the Han dynasty and it was not 
till A.b. 620 that explanatory notes were written for it by 
Wang Ping. 


Period of Observation. During the Han dynasty there 
were several able physicians, but the only one who seems 
to have specially touched obstetrics and gynecology was 
Hua Tc # fé. Clinical case histories were carefully 
studied. From the Han dynasty down to the Sung dynasty 
there is apparently a blank period as regards obstetrics 
and gynecology, similar to the Dark Ages in Europe, and 
speculation appears to have run riot, resulting in the 
mixing of astrology and alchemy with the work already 
done in obstetrics and gynecology. 


(c) Period of Book Production. With the advent of the 
Sung period, monographs begin to appear on medical 
subjects. No doubt this is partially due to the improve- 
ment in the materials which were available for use. 
The Neiching in its earliest form was probably written on 
slips of bamboo. It was not until paper of fair quality and 
cheapness had appeared that any considerable output of 
book production was possible. The earliest monograph 
on obstetrics is the Ch’an Yii Pao Ch’ing Chi FEF 46 


*Contribution from the Department of Obstetrics and Gynecology, Peking 
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(circa 1250 A.D.) and on gynecology the Fu Jen Liang 
Fang tif AA (A.D. 1566), but the last named is probably 
a reprint of an earlier work. 

The first encyclopeedia which has a definite section on diseases 
of women and obstetrics is the Ch’ao Shih Chu Ping Yiian Hou 
Tsung Liin JR FERVOR RR (circa 589 A.D.). It is difficult to 
say exactly what originals are still extant. The originals of the 
two first named are extant in writing in the Imperial Collection of 
four libraries in Peking 7G) APE. All books had to be sent 
in writing to the Emperor, and it is probable that the majority 
of the originals will be found in the Imperial Collection. First 
editions of Ming and Ch’ing books printed with wood blocks still 
exist for at least some of these works; and a beautiful copy of 
Ch’ien Chin Yao Fang F-43297 (Ming period) is to be found in 
the Library of the White Cloud Temple outside Peking. 

Taking the earliest of these monographs on obstetrics we find 
that its name is Ch’an Yi Pao Ch'ing Chi EFF RBA (Diseases 
of Pregnancy and the Puerperium). Its editor, Mr. Chi Chih 
Chiin refers in the preface to the Neiching and discusses the 
possibility of over-term pregnancies and their meaning. He states 
that, being grieved about the lack of knowledge of obstetrics, he 
one day happened on a work written by three scholars of the Sung 
dynasty. Greatly taken with its contents he begged the owner, 
His Excellency Yang Shih Piao, to allow it to be reprinted. The 
permission was granted and with the aid of others he combined’ 
it with other works on the care and treatment of women in the 
puerperium. His conclusion reads as follows : 


‘It is my sincere hope that hereafter with the help of this 
book, each man can act as a physician, every family can pre- 
scribe, mid-wives commit no mistake, and both mother and 
child will be safe. 


The work itself consists of two parts. The first volume includes 
21 discussions, 34 prescriptions and 16 comments. The second 
part consists of a discussion of the puerperium, with prescriptions 
for use in menstruation, pregnancy and certain women’s diseases. 
Fragments from a few of the discussions are of interest. 


The first discussion is on the question: IWhen the mother has 
fever, why does the faetus die in utero? The writer attributes this 
to the severity of the fever and declares that it is necessary to 
reheat the foetus before it is expelled. As in the Ta Sheng P’ien, 
the triple indication as to prognosis is given, A livid tongue in 
the mother means the death of the foetus; a livid face and red 
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tongue the death of the foetus alone; whilst livid lips with profuse 
salivation mean the death of both mother and child. But the 
subsequent comment says rightly that it is better to improve the 
general health of the mother and so secure expulsion than to try 
to reheat the foetus. The prescription given in the original work 
for the reheating and expulsion of the foetus is as follows :— 





Prescription for expulsion of foetus. 


Cimnamomam FES 
Cryptotaenia x Sar 
Paeony root 5 He. 
Liquorice 
(dried over flame) “at ¥ Ke 
2 
Ginger rhisome #L Sm, 
Rehnennia EW, 2.8. 102. Rie 
Black soy beans . oe" 2 og. = 
(fried & peeled) & Sh aye ’ a 
Aconite : Wee Aree 
(fried & peelea) PY Fe na 
Me Bt. pully. 


0.5 o2. ¢ FAY 








When the stomach is empty, take 2/10 ounce with warm pcan 





The second discussion is: |Vhat is the cause of difficull labour ? 
The writer says :— ‘‘There is a mass of tissue of a certain definite 
shape called the foetal pillow (placenta ?).. When the child is going 
to be delivered the ruptured foetal pillow together with clotted and 
unhealthy blood wraps up the child. Breech and transverse 
presentations also cause difficulty and this can be overcome by 
the following medicine.” 








Prescription for breech & transverse presentations. 


Fe = Musk I A 0.1 on. — 4% 
Heated & powdered salt 25 BK 1 os. — WA 
Mix end powder. O.1 oz. taken with wine. 
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The editor adds that this is not the whole truth. If the mother 
‘‘sits on hay’’ too early, i.e. tries straining before the proper time, 
the child is not given time to rotate into the proper position. The 
old Chinese works all have the idea that the normal posture of 
the child during pregnancy is breech and that this only changes to 
vertex at the commencement of labour. If the hand appears 
first it is to be needled to make it withdraw, and if the foot appears 
it is to be rubbed with salt. Another prescription for transverse 
and breech presentations and difficult labour is the following : 








Prescription for difficult labours. 


Soot 6 wg 

Angelica ork. equal parts #& #4 

Take O02 OZ. 

The powder is svenly mixed with equal perts of good 
vinegar, and the urine of an unmarried boy, then mix 
with 0.04 or 0.05 OPRKRLFhot soup. One dose usually 


is enough. If not, repeat. 








The cause of retention of the placenta and membranes is said to 
be due to engorgement with blood, and the result is that they 
cannot come out, owing to the distension. The membranes may 
fill up the whole abdomen, causing much pain and dyspnoea. In 
the minds of all the old obstetricians there is the idea of ‘‘air’’ 
(vital spirits) which may be lost with the blood. Loss of vitality 
in this way (hamorrhage) may cause faintness. Thirst after 
labour and a dullness below the heart are attributed to improper 
food, especially wheat flour, though depression on the part of 
the mother and dry hot weather are also allowed to be causes. 


In discussion 6 we meet the question :— What is the cause of 
chills and fever after labour? Here the Yin and Yang come in; 
if there is too much Yin she will have chills, if too much Yang, 
fever. If the internal organs are injured by the strain of labour, 
and the unhealthy blood stagnates in the lungs she will have fever ; 
if in the spleen, chills. This is often misdiagnosed as malaria. 
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For these ills we have the following prescription :— 





Prescription for chills & fever after labour. 


FR Cryptotaenia Fs ee 
Ginseng root AF 
Pagony root 9) Be 
Conioselinum »| x 


Heated ginger ey a.a. 1 02-R—® 


Liquorice (flamed) oy. Se 0.4 oz. 94%, 
Boil 0.4 oz. with a cup of water and three slices of 


ginger, filter and take while hot . 








Discussion 8 is as follows :— Why does a woman afler labour 
see devils?) And the writer answers it in the following way. ‘‘The 
heart is the centre of the circulation. The heart is much weakened 
due to loss of blood during labour. Thus the circulation is slowed 
and the heart is affected, and the patient has discomfort and 
anxiety in this organ. She sees devils and talks at random.”’ 


Inability to speak after labour is the subject of the next dis- 
cussion, and it is attributed to the fact that the heart has seven 
holes (vessels) and three ‘‘hairs’’ (valves). The vessels are 
obstructed because the blood circulation is weak and the blood 
tends to engorge the heart. When these vessels are obstructed 
the mind loses its serenity. The heart is connected with the 
tongue and when the heart is obstructed, the tongue naturally 
becomes stiff and she is unable to speak. 


Apparently dysentery afler labour was by no means unknown, 
as one discussion is devoted to it. Its cause is attributed to cold 
getting in through the intestinal membranes. Heat, mind and 
moisture are further causes. 


Relaxation of the joints is recognized as a cause of post-partum 
ache, but is attributed to stagnation of blood.  Post-partum con- 
slipation is attributed to loss of blood causing a lack of water in the 


C 
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gastro-intestinal tract. For this condition the following medicine 
is prescribed :— 





Prescription for postpartum constipation. 


Powdered hemp seed ff {=. at 
: =r 
Pusca citron Rez. he 4 
: ~ 
Ginseng root J~ ie 
Rhubarb root K x 8-8. 0.5 02-E 
Pulverize end male pills of 4 cm. diameter. 
guch pills when the stomach is empty and repeat 


Coyne 
wat ¥ © 











Discussions 13 and 14 are taken up with post-partum hamorr- 
hage and post-partum distension. The former is said to be due 
to injury to the blood vessels brought about by overwork on the 
part of the mother and indulgence in too much salt and sour 
things. If there is distension in the lower abdomen, the liver 
circulation is injured and the case is very hard to treat. The 
prescription for the arrest of this hzemorrhage is as follows :— 





Prascription for postpartum haemorrhage. 


Muguort . ee 3 
Red Kaolin. IS Xa Ng 

2 sh nic 
Psoralee { flamed). A Wt Ag wy 


Horsetail. AR a : BeBe 065 OF fr Fiity 
Aconite, use ore. My T— za 


(heated & neoled). 


Pulye-iea Mix with old cooked rice make pills of the 
diameter of 4 om. 


Take 20 such pills with warm wine sefe:3 a meal. 











A\ later commentator prefers Conioselinum powder for this trouble. 
With regard to the post-partum distension, the writer says that 
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after labour unhealthy blood circulates in the body. If it goes to 
the spleen you get distension, if to the stomach, vomiting. 


Discussion 15 must be given in full, as it shows what an 
erroneous idea the writer had of the anatomy of the circulation. 
The question is: After labour, what causes the darkening of the 
skin around the mouth and nose and bleeding from the nose? 
The answer is that the condition is due to the weakening and 
fever which occur after labour. The portal circulation is con- 
sidered as the sea reservoir for all arteries and veins in the body. 
The portal circulation is thought to originate from the nose. It 
spreads upward, laterally divides at the centre of the forehead, 
internally circulates downwards along each side, passes out 
around the dimple of each cheek and finally draws from each side 
to the philtrum, so that the two branches cross the middle of the 
upper lip, and then circulate downwards along the opposite sides 
respectively. After labour, the breath is weakened and the cir- 
culation is disturbed. The air inspired and the blood in the vessels, 
losing their respective normal directions, are carried to other 
organs in a confused condition and the return circulation is 
blocked. In consequence of this the skin around mouth and nose 
is darkened and the blood coming from the nose has a dark 
colour. This trouble is incurable. 


Panting after labour is looked upon as a very serious matter. 
The breath is supposed to have lost its direction, and to be con- 
fined in the lungs. The writer believes that the blood circulates 
in the blood vessels, and the inspired air circulates along the 
external surface of the blood vessels. Naturally, if much bleeding 
has taken place, the blood vessels are exhausted and do not assist 
the air circulation. The name of the condition is ‘Single Yang 
without Yin.” 


In Discussion 17 Tetanus is apparently described. — Its 
symptoms are soreness about the eyes, paralysis and muscular 
spasm of the mouth and tonic spasm of the muscles of the lower 
part of the back (? opisthotonus). It is said to be due to rising 
after labour before the fifth day, damage during sexual intercourse 
within the month, disturbance of the brain due to anger or injury 
of the internal organs due to impatience. The case is said to be 
incurable, and due to personal carelessness. 


In Discussion 18 possibly embolism is described. It is called 
cardiac pain, and is said to be a mortal disease permitting the 
patient to live only from morning to evening or from evening to 





488 Journal of Obstetrics and Gynecology 


morning. It is judged to be a heart affection. Owing to 
weakness the latent coolness of which the heart has a stock is 
released. This causes blood coagulation, interferes with the 
circulation of the inspired air which fastens on the external 
surface of the blood vessels round the heart, and causes the pain. 
The remedy is ‘‘Great Cliff Honey Soup’’ made as follows :— 





KBB 
Great Cliff Honey Soup. 


FR Rehmannia i, +t, 


(steamed) 


Ligusticun | se eh 


Archanzelica 4B +& 


(decoction) 


Ginger root ¥ 
(medicinally dried) 


Peeony root 


Cinnamomun 
{the inner bark) 


Liquorice 
flemed) 


Japanese senega ; SA 1 02-1 — iy 
the sprouts) 


Asarum 0.5 oz, FQ 
Grind into fine powder. 


Dose 0.5 oz. Make = decoction with 3 large cupfuls of 





water, evaporete to 1 cupful, strain and take when warn. 








Che original prescription comes from Sun Szu Miao’s Thera- 
peutics (f#EVR A.D. 608-927 (Tang dynasty). 


nough has been given to show the general trend of these 
discussions. When we come to the general consideration of the 
puerperium we find considerable common sense mixed up with 
magic. Here are the directions in preparation for labour: 


During the last days of pregnancy wine must be sparingly 
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taken: A lonely and quiet room must be chosen for labour and 
puerperium, but its situation in the compound must correspond 
with the direction given for the ‘‘moon”’ of confinement in the 
diagram given below. On the day of delivery a ‘“‘place 
borrowing charm’? (4¥#4jF) must be pasted on the north wall 
of the room. A lucky birth is to be obtained by choosing the 
proper situation in the room for the labour bed, burying the 
placenta in the appropriate place and cleansing and perfuming 
as necessary before labour, 





SIPUATICUS IN A COMPOUND OR ROOM IKDICATSD BY CH:RacPaRs 


fhe Astronomical Charecters & Vorrespording Suglish Letters 


POAT KR & KF eR 
A eR L 


.¢ D & H I J K 


The Sarth's Brenches Characters & Corresponding Euzlish Letters 


+ 2 ® Pk ot PENS 
o Q R W 

(xorta) (Bast) (South) (West) 

The Bight Divinetion Characters & Corresrording Snglish Letters 
MwA KK EB we wp HY, 
M nm Vv & vA 8 P Xe 

(Male) {Female} 

The Lucky Stars which ere found st & certain situetion in the 

sky during each of the 12 Chinese moons. 


Kae, (RISE) H.Vs (Heaven's Virtue or sesven's Virtuous Steers). 





¥ 
RK ze s 
tla 


a g 
x Po} 5 Roo 








A COMPOUND 
HG, pg 
oR 


THE EARTH 


A 
e 


Ss 
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Quiet is to be maintained during labour and the door shut. 
‘An old and kind midwife is to be chosen and two careful and 
experienced housemaids. Let the latter hold up the parturient 
woman, but do not allow them to disturb and frighten her. Keep 


the room free of visitors who are not her close relatives and those 





DIRECTIONS OF SETTIKG LASOR BEDDING AND BURYIIG PRACENTA DURIEG 
BAcH OF THES 12 CHIN#SS MOONS 
Lucky Situstion Tucky Situstion Situation under 
for setting for 3uryine the E.V. Stars 
Labor Bedding Pls.ceiite elso Lucky for 
Sarying Placenta 


> 
id 
ko -#& 
x 
% 
7 


If 


» 


I 
x 
A 
L 
. 
¢ 
B 
zZ 
I 


Moon 
oon 


A9OTL 


‘oon 


nom 


Ba WHARF 


12000 
Moon 
iio on 
oon 
Moon FY 
2 
& 
Be so BP 


Note:~ This table is similer to @ taole which is titled 


"Directions throuch Peace and Holy Grace® (AF AY Ba ). 
But in the latter the "Earth's Branches Charscters® are used 


oon 


Xe 


@r WN FP aA HF FI 


Hoon 


e 


Kk 
T 
G 
A 
T 
Ez 
8 
A 
K 
Be 


Moon 


ira 


in denotirg the lucky situetions thile in tne fcrmer the 


Astronomical Characters are used. 











who are in mourning or unclean are to be specially excluded lest 
a case of difficult labour be precipitated. When in pain by the 
movement of the child in the womb hold her up and if possible, 
let her walk, or if impossible let her stand for a while. The turning 
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of the child causes the pains of labour and a smarting of the eyes. 
Give her a dose of Amber powder (see below) and let her stand 
or walk till she can do so no longer. Then help her to deliver on 
the straw mat. Ask her to make gentle effort. If the pain is 
unbearable let her take one spoonful of white honey together with 
a suitable quantity of freshly drawn well water. If delivery still 
tarries she is to have a raw egg. Gentle pains in the early part of 
labour are named false pains. The patient must endure all of them. 
She may take some soft food such as congee. She should be kept 
free from hunger and thirst; otherwise she will be weakened during 
labour. 





oh, wh 


'- he Amber Powder 


FR Amber: : . Hi “3 O.8 os. Pw 
me Ligusticun, Z, 0.3 oz. 
3 lopped & slightly fried. oh a 


> 
Myrrh RR 8 on. + ff 


Prepared green orange peel, + fs 065 os. FQ 
freed from the-white lining, A 7 Beatewur 


and fire dried«. 
Paeony root, rede Boise 0.5 on. $i 
Rose root oe KA ae 0.5 oz. yy 


CH ne Sa ohat 0.5 on. - FW 
the. inmen. tale AES ¥ 


Cyperus . @ WF loz. 7H 
Sigs Grind into fine powder. 
Dose 0.1 o2. Take at any time, together with a suitable 


quantity of flmid extract of soy bean: in wine. 











mee 

“al 

is said to be effective in driving off the vapid 

blood remaining after labour and releasing the puerperal pains 
caused by congestion. 


‘* Amber Powder’ 


Boy’s urine and vinegar seem to be regarded as soverign remedies, 
and the latter is often used by sprinkling the liquid on hot brick 
or stone so that the vapour may be inhaled by the patient. If 
birth is delayed the following prescription may be given, 





Journal of Obstetrics and Gynecology 





i € % 
The Spirit-moving Powder 

FR Snake's Skin. 8%, BA, K—-GpA whole piece. 
Zarthworms! Excremont . KF $3] A sufficient quantity. 

Sig. Tightly roll the snake's skin, place it in the 
center of a ball made of the earthworms’ excrement, 
end heat until the whole is blackened. The inner 
layers are ground to powder and used safely in 
small quantities. 

Dose:= 0.1 oz. Take with the addition of warm wine. 











The Ancients believed in shotgun prescriptions. One of these 
is the ‘‘Safety Pills’? believed to be a remedy for 36 diseases of 
pregnancy and puerperium. They are also good for cold, diseases 
of menstruation, hemiplegia, limbache. 


Melt in warm wine and take before meals. Taken daily. 
during the last month of pregnancy this was supposed to render 
the pains of labour unnoticeable. During the puerperium the 
patient must not be caused to laugh frequently, but she should 
take a certain amount of exercise by walking about her room 
Raw and hard food, draughts and a bath should be avoided 
lest she get rheumatism and pains in the bones. In general 
it takes 100 days to restore her health and during this time 
she must never be offended purposely. After labour she shoulda 
be placed in bed in the dorsal position, not on the side. Every 
night she must be attended by a nurse who will flex her legs as 
required and within the first seven days she is only to have 
congee. After this period the congee may be strengthened by 
the addition of decoction of mutton and vellow hens’ meat. 
Red meat is not allowed. 


Then follows a disquisition on menstruation. The circulation 
of blood is named Yin and that of inspired air is named Yang. 
Disagreement between the two causes disturbances of menstrua- 
tion. If the Yin is more powerful than the Yang you have a 
decrease of menstruation due to the hindering of the cir- 
culation by frigidity in the uterus. If the Yang is more 
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Sige- 


Dose:- 


They are a remedy for 35 disesses of pregnancy and puer- 
verium. They ere elso good for cold, diseases of men- 
struation, hemiplegic, limb~-ache, etc. 

Indien Bread, rea, peolea Ft PE Be i 

Pacony (the bark of root) JH. FER 

Paeony root, white €& % x pore &-a. 0.03 oz. 

Svodia K KR 4 

Aqnileria 3%, Ap ee BeBe O00) OF. 

Ginseng (remove the tops) A\, Be 

Angelica, washed, sliced, & fire wk BEG 2g work 

Cinnamomum (remove the outer bark} Ft. rT a 

Achryanthes bidentata, premred Jf Mn oes 

Angelice Aj ax 

Rose root RAR 

Nothosmyrnium japonicum {remove the hesd) Ob ah 


Bphedre (remove the roots ana nodes) BRP 1: 
SK P 
Aconite {soak in water, peel, and remove 


the stem scars) PH F-se naeah z 
Conioselinum (the Szeohtian product} yf 2, 
Asarum, selected Ki F igs 
Ocimum, the leaves of a 4 ¥ 
Liquorice, coarsely powdered and boiled ADR. | K 
Rock Salt, ignitea HR 2K Ww, 
Siler (remove the tov) 1% Boag 
Platycodon (remove the tov} Ft is a 
Cast Skin of Cicadas (remove the ine, OO aoa. 0.5 ox PPE 
Cast Skin of Horse-cicadas (large specimens), 2 
decocted & sun dried. & 6 
Rehmeunie, raw and driea 7¥F BL ere oly 1 es. 
Grind to fine powder. Decoct with honey to piluler 


consistence. Make pills of the size of a small bullet. 
Gne pill every daye- 
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powerful you have menstruation increased because of the fast flow 
of hot blood. If the Yin overbalances the Yang the menstrual 
flow will come too soon. If the reverse is the case it will be delayed. 
And if these troubles are allowed to go on you will get anzmia, 
asthenia, atrophy and sterility. Then follows a number of pre- 
scriptions for the regulation of the menses in which Angelica 
polymorpha, Rehmannia glutinosa, and Paconia albiflora fre- 
quently occur. Fossil bone, which has a high calcium content, 
appears in a prescription for menorrhagia and here is a prescription 
for dysmenorrheea. 





45 3 4 
ew & 
THE MIRACULOUS POWDER 


Cioves - T 

Rose root *K 5 : | 
Olibanium “| 0. 0.20:15 oc, RO 
Angelica me Ge 

Corydalis HE ee 


Pu ie ne 
Paeony root A 4 & a. a. 0:5. 62. See 


’ 


Sig. - Grind to fine powder. 


Dose. - 0.1 02. Take with warm wine just before a meal. 











One section is devoted to Sterility and the preface runs thus :— 
This is the prescription which Mr. Fan Lo-ch’ien, the prefect of 
Chin Ch’eng (48 dkASF HBR) presented to the Emperor with a 
document in which he said ‘‘As I have well proved this 
prescription, | take the liberty of stating that if conception does 
not take place within 4o days after administration, you may kill 
my tamily and let the whole nation know this fault.’’ The 
medicine is known as ‘‘Conception Pills,” 


After seve days of administration, both Yin and Yang 
would show the evidence of pregnancy. In this case, the 
administration is allowed to last to the 12th day and then 
stopped. Prefect Fan said in this document: ‘‘My wife, 26 
years old, was first found in sterility and then favoured with 
pregnancy after taking this preparation. Mr. Yii-wen, the 
former Junior Guardian of the Heir Apparent, also found his 
wife, Li-shih, 39 vears old, in sterility and administered the 
remainder of my medicine to her. She became pregnant within 
13 days of administration. It has been occasionally ad- 
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Ae 
Be 


MA 


CONCEPTION PILLS. 


$+ ee 


Aconite, raw, peeled, with 
cicatrix removed. 
bread, 
layer of bark 


Indian with the 
black 


moved. 


Fe= 


Vincetoxicum. 

Pinellia, washed 7 times. 
Eucommia, with the coarse 
layer of bark removed. 
Cinnamomum, the _ inner 
bark of. 
Hystucua. 
Magnolia, with the outer 
bark removed. 

Siler. 

Ginger, freshly dried. 
Achryanthes. 

Adenophora. 

Asarum, peeled. 


Ginseng root. 


WS F Ame 


BK es eee 


Al tk 
-RBtin 
RL AP ta we 


KE ay 


EF 
Be zm 


Be 
A # 
4 
wea 
oe 
AB 


a.a. 0.2 oz 


0.4 oz 


Sig.—Grind to fine powder. Decoct with honey. 


Make pills of the size of a small soy-bean. 


increase the daily doses. 


0.5 oz. 


495 


a.a. 0.3 oz. 


.&e—8 
4 
. Os 


Dose:—so pills every day. If menstrual discharge occurs, do not despair but 
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ministered by different persons and has produced the same 
result. It is, therefore, named the Conception Pills. — It 
must be known as a public prescription. But when a wife is 
left alone at home, she is not allowed to administer this 
preparation.” 


The seasons were judged to have great influence on the course 
of pregnancy and in closing this paper an example may be given. 
‘Every year during the roth Moon the Universal circulation 
of Yin takes place whilst the circulation of Yang (Earth air) 
has not been ended and the circulation of winter air begins. 
At this time, sometimes plants and insects may grow out of 
season, so that from time to time thick mists occur, causing 
human sickness with difficulty of breathing, gastric pains and 
coughs due to the continued circulation of Yang (the summer 
atmosphere).’’ Pregnant females are specially likely to die 
suddenly or miscarry. In general, remedies for intrauterine 
disturbance are not influenced by the planet Jupiter. But this 
certainly has an unlucky influence during the 1oth Moon of 
the Yin Year ( #4) or Shen Year (BRHI4f) during which 
thick mist occurs from time to time so as to cause the diseases 
of pregnancy. Certain remedies are prescribed by the author 
to remedy this tendency, the one for dysentery during preg- 
nancy being as follows :— 





Prescription for Dysentery during Pregnancy 


FR Red Keolin. Ft GAG 0.6 one Pr Ak 
Ginger root, dried. HE 0.4 02. v9 £R 


Glutinous rice i sella 0.1 pint. 
(roasted to yellow). ® & 8, 


Grind to powder. Divide into two doses. 
Deceet each dose with two cupfuls of water. 
Evaporate to one cup?ul. 


fake when warm before a meal. 











(The Kaolin treatment for bowel troubles is, therefore, not a 
new one.) 


It may be considered that many of these methods of treatment 
are quite irrational, but Professor Bernard Read points out that 
there is more of design and purpose in these prescriptions than 
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would at first appear on the surface. Probably the key to the 
majority of the treatments is bound up in the doctrines of ‘‘sig- 
natures,’’ “‘sympathy’’ and ‘‘temperature.’’ The first named 
accounts, for instance, for the popularity of the mandrake in 
many of these prescriptions; whilst the shotgun prescriptions 
contain much which is inserted in order to balance the question of 
temperature. It must also be remembered that we are still very 
ignorant about some of these drugs, such as Eucommia and 
Angelica, and the last named is undoubtedly a uterine stimulant 
of considerable power. Further study may prove of value, and 
may add new substances to our armamentarium. Finally, acknow- 
ledgement of valuable assistance is due to Mr. C. T. Feng, 
Assistant in the Department of Pharmacology, and to Mr. C. C. 
Li, Secretary to the Department of Obstetrics and Gynecology, 
Peking Union Medical College. 





Some of the Old Chinese Drugs used in Obstetrical 
Practice.* 


By B. E, Reap, Ph.C., Ph.D. 


Professor of Pharmacology, Peking Union Medical 
College, Peking. 


A review in detail of the many old Chinese drugs used as remedies 
for the diseases of women would be too lengthy a task for one 
paper, moreover, it would be a difficult one on account of the 
conflicting ideas associated with their use, because of the lack, in 
some cases, of scientific work upon their exact identity, and the 
need of scientific evidence to prove some of their great claims. 
Rather is it of primary importance to consider some of the 
reasons which have led to their use. History abounds with instances 
of drugs being taken for the treatment of diseases for which they 
were of no real use whatever, some strange dogma or delusion 


having established them, and human credulity sustained their 
use over long periods of time. In the evolution of modern medi-« 
cine one sees the passing of numerous elementary ideas upon 
which empirical medicine was founded. In this paper there will 
be cited three which are closely related to the present subject. 


1. The doctrine of signatures.) This doctrine is a very ancient 
one to be found extensively quoted in the Orient and the Occident. 
In the 16th century Paracelsus was a strong advocate of it, but 
its influence in Europe waned toward the end of the 17th century, 
when it was treated as a poetic fancy. The theory was that the 
Creator in providing herbs for the service of man had stamped 
upon them, in many instances, and indication of their special value. 
Mandrake roots resembling in some cases the male form were used 
by the Greeks for the treatment of sterility.2 (See Fig. 1.) In 
Europe aristolochia was used for the womb, it is also used in 
China for chronic fluxes of women and children, it being specially 
cultivated in Chekiang under the classical name of “Ch’ing Mu 
Hsiang’’ ##ARH. Leeches and beetroots are recommended in 
China for dysmenorrhoea, the association of ideas is quite obvious. 
It is probable that the reddish colour of the roots of polygonum 


*Contribution from the Department of Pharmacology, Peking Union Medica] 
College. 
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multi-florum, #JH RH (Ho shou wu), led to their use for post- 
partum hemorrhage, etc. Stalagmites shaped like a woman’s 
breast are prescribed as a galactagogue, possibly the calcium’ 
therein may have some value.* 

The Gingko recommended for uterine fluxes has characters of 
colour and shape which may have suggested this use. <A _ well- 
known plant called I Mu, meaning benefit to the mother, 
clearly depends on this principle. There are two similar varieties 
of the plant, one with purple and one with white flowers. The 
purple one alone is said to promote fertility. 














Fic. 1. Chinese Mandrake, taken from Kleinweg de Zwaan’s Volker- 
kundliches der Chinesen, etc. 


Before passing away from this doctrine one should observe that 
in some cases the signatures of drugs were observed after their 
real use had been discovered. The poppy capsule, for instance, 
under this doctrine was regarded as a brain medicine, on account 
of its shape like a head, but it is likely that its value as a brain 
soother was established long before any such inference was made. 


2. The Doctrine of Sympathy. This is perhaps best explained 
by a quotation from Pliny, “If any person shall be sorry for a 
blow he has given another, afar off or near at hand, if he shall 
presently spit into the middle of the hand with which he gave the 
blow, the party that was smitten shall presently be free from 
pain.”’ The sympathetic ointment in great favour in the time of 


Good Queen Bess always contained the moss from a dead man's 
skull, the man should have died a violent death and his name 
should not have had more than three letters. 


In China the abrus 
seed has a striking name ARiB-F, 


meaning love sick, referring to 
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the legend of a man who died by the side of one of these shrubs, 
whereupon his wife came and wept till she died also. Their. use 
ior expelling cat-devils is quite sympathetic in character, greatly 
resembling the formulas advocated by Madame Sevigné (1696). 
“If a cat-devil has been seen use one seed each of abrus, castor 
oil and croton add cinnabar and wax. Make into pills and admini- 
ster at once. Surround the patient with ashes and place her before 
a cinder fire. She is to spit the medicine into the fire and as it 
bubbles up, mark it with a cross on the surface of the fire and the 
cat-devil will die.’" 
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Fic. 2. “Emperor Shen Nung,’’ the father of Chinese medicine, and 
“Fu Hsi,” the first Chinese philosopher to set forth the dual principle of 
“vin” and “yang.’’ (Picture from Peking Drum Tower Museum). 


3. The Doctrine of Temperatures.'. The compound. prescrip- 
tions used in old Chinese medicine are usually defended on the 
ground of synergistic action, .\s a matter of fact far more involved 
principles are concerned which rightly should be classed with the 
old Galen doctrine of temperatures. It would be plainer if one 
used the term “harmony.’’ Whilst one does refer to hot and cold 
there is also use made of the terms humid and dry. The object 
of a prescription was carefully to harmonize these various qualities 
so as to produce a mixture cold in the third degree or dry in the 
first. When one recognizes this principle one sees that in a long 
prescription there occur many drugs not of specific value for uterine 
diseases but they are put in to harmonize the whole, This is no 
simple matter for the qualities of drugs are closely bound up with 
the doctrines of Fu Hsi (see Fig. 2) concerning the principles of 
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Yin and Yang resident in the various body organs in greater, 
medium and lesser amounts, and all carefully correlated in the 
plants, which led up to formulating these old prescriptions which 
are so standardized to-day. Much more might be said concerning 
the influence of the stars and geomancy as relating to drugs, but 
it seems from everyday practice that such things, whilst they count 
much in some forms of medical practice, do not play an important 
part in pharmacy. However strange some may be | have not read 
in Chinese medicine of any such conscious fraud as that arising 
out of the ‘‘Chymical Marriage of Christian Rosencrentz’’ put 
forth in 1616 in Europe a few years after Li Shih Chen’s Pharma- 
copoeia, in which the writer claimed divine revelation for his 
knowledge of how to make gold, and to heal the sick. His many 
followers showed their sense in some ways by not meeting more 
than once a year and by not publishing their discoveries, but their 
chagrin must have been extreme when the author before his death 
expressly stated that he had written his revelations purely as 
works of fiction. 

The modern educated man is apt to be cynical in his attitude 
to remedies based upon such unscientific dogmas. We must look 
further than such, however, and be more pragmatical in our 
attitude. Long usage is deserving of attention and study. When 
we have applied all our most critical tests of the action of a drug 
we come back to the ancient question, Does it work? Has it any 
real use? Let us take the evidence of three drugs which have 
received some attention. 


1. GINSENG. 

Ginseng is pronounced Jen Shen in the official Chinese 
language, the name AB jenshen being given on account of the 
resemblance of the forked roots to a man, (see Fig. 3.) As noted in 
our introduction this is dependent on the doctrine of signatures. 

At one time wild Manchurian ginseng was considered the 


finest. It was fabulously scarce, it was a government monopoly, 
and was valued at $6000 a pound. The high price of this drug 


has led to the saying, “‘Eat ginseng and hang yourself,’’ (on 
account of debt). 

The miraculous powers ascribed to ginseng by the Chinese led 
to considerable comment in scientific journals in earlier days. 
Chemists and physiologists turned to it expecting to find one of 
the most potent therapeutic agents. With disappointment it was 
thrown on the scrap heap as worthless, but to-day a new era brings 
to light fresh knowledge of its composition and action, making 
it worthy of fresh attention, 


D 
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Fic. 3. Woodcut of “Ginseng.” Taken from Pen T’sa0 Kang Mu. 


The reputed virtues of Ginseng. Apart from the usual potency 
said to result from the astral influences of the constellation of 
Orion upon this plant there is ascribed to it alterative, tonic, 
stimulant, carminative, and demulcent properties. All form o} 
debility, spermatorrhoea, asthenic haemorrhages, various forms of 
dyspepsia, the persistent vomiting of pregnancy, chronic malaria, 
continued fevers, exhausting discharges, old coughs and polyuria, 
are treated with this drug in confidence of relief and cure. Standard 
books upon modern medicine refer to these uses in such language 
as the following. ‘This plant possesses little more than properties 
of astomachic . .. In China both varieties are used as a panacea, 
and particularly for vomiting, dyspepsia, nervous disorders, and 
sexual impotence.’’*  ‘‘The extraordinary medicinal virtues 
formerly ascribed to ginseng had no other existence than in the 
imagination of the Chinese. The constituents of ginseng are quite 
unimportant.” 

Two Japanese scientists, Abe and Saito,® have recently isolated 
*’ which is soluble 
in absolute alcohol but not in ether nor in petroleum ether. This 


a potent glucoside, named by them ‘‘Ginsenin 
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followed the chemical work done by Kondo and Tanaka whe 
reported the preparation of a pure saponin like glucoside by 
extraction with methyl alcohol and subsequent purification by 
precipitation with lead acetate and barium hydroxide. 


The active principle. The potency of this principle was demon- 
strated by Saito. [le showed that ginseng has a restraining effect 
on adrenalin hyperglycemia, alimentary hyperglycemia, and 
diuretine hyperglycaemia. 

Abe and Yonekawa‘ found two particularly important actions 
of the ginsenin ; 


‘*1. Ginsenin has a mild tail-raising action when it is injected 
into the subcutaneous tissues of the young white rat. The tail- 
raising action may be due to excitability of the sacral cord, and is 
one of the typical reactions of an aphrodisiac, such as yohimbin. 

2. Ginsenin has a mild sympathicotonic action. When it is 
applied to the excised organs, such as intestine or uterus, they 
become sensible to the action of adrenalin. When there is a mild 
sympathetic stimulus it gives rise to warm feeling. Consequently 
the warm feeling, which is caused by oral administration of 
ginseng may be due to this action. 


By these experimental results, we found the reason why the 
ginseng has been favoured as tonic and aphrodisiac by laity, and 
we determined that the glucoside ‘‘Ginsenin”’ is the active principle 


” 


of ginseng. 

Further work has been done on its diuretic effects... When 
ginseng is taken in large amount the output of urine is increased 
and later decreased. It is stated that the so-called pure principles 
formerly isolated were mixtures and did not even represent the 
active part of the drug. 


2. Tu CHUNG. FIG. 4. 

Eucommia ulmoides. FL{p (Tu-chung). This tree is said 
to be found in Hupeh, Honan.’ Another name is >A (Mu-mien), 
which refers to the fact that on breaking the bark, and drawing 
the fractured edges asunder, a delicate, silvery, silky fibre is seen, 
which may be drawn out to the length of almost an inch without 
breaking. The bark is the part used in medicine, and is met with 
in quilled or shrivelled pieces o: four to five inches in length. 
The brown, roughened cuticle is often removed in greatest part, 
exposing the dark brown fibre. The flowers, fruit, and wood are 
astringent, and may be used in medicine. The action of the bark 
is considered to be tonic, arthritic, diuretic, and depurative, and 
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is especially prescribed in difficulties of the liver, kidneys, women’s 
diseases, and as an anhydrotic.* 











Fic. 4. Woodcut of ‘Tu Chung” from the Pen T’sao. 


The naturalist Wilson came across large numbers of these trees 
in Szechuan from which the commercial product is obtained. It 
is the only tree of this natural order in China, and previously, on 
account of its inland habitat, was not well known. Wilson fears 
that they may be entirely destroyed if the State does not protect 
them. The characters of the bark have been carefully studied 
by Fugita and Shiroma,!’ the lenticels on the outer surface and 
the latex cells are quite characteristic and serve to distinguish this 
drug from another used under the same name in Japan, viz. 
Euonymus japonicus. (See Fig. 5.) At one time the French held 














Fic. 5. Cross section of the bark of Eucommia ulmoides, showing the 
latex cells, as published in Japanese by Fugita and Shiroma, 
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out hope of using this tree as a source of rubber, the chemical 
work of Dybrowski! having shown that there can be obtained 
quite a good yield. No potent physiological principle has yet 
been isolated, but I know that certain workers have obtained from 
it most hopeful results when testing out its action upon the uterus. 


3. ANGELICA. FIG, 6. 


A. polymorpha var. sinensis. 48} (Tang Kuei.) This ranks 
next to licorice in frequency of use in prescriptions. It 
comes principally from the three western provinces, but it is also: 
prepared in Shansi, Shantung, and Chimli. It is met with in the 
form of brown fleshy rootstocks, branching and dividing into a 
mass of large, close, pliant rootlets, something like gentian root. 
The interior 1s soft, sometimes mealy, and of a whitish or yellow 
colour, or sometimes much darker. The odour is very strong, 
resembling that of celery and the taste is sweetish, warm, and 
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Fic. 6. Tang-kuei from the Pen T’sao Tu P’u. showing the unbel- 
liferous flowers and roots resembling human extremities. 





aromatic. The drug is much used by medical men in China in 
the treatment of the menstrual, chlorotic, and puerperal diseases 
of women. It is used in hemorrhages of all kinds, colds, fluxes, 
dyspeptic complaints, ague, and a large number of other difficulties, 
Its name is said to be derived from its asserted power to make the 
female ‘‘revert’’ to her husband, and much of its employment is 
probably to be referred to the wish of women to stimulate their 
generative organs, in order to increase their opportunities of 
bearing children.!” 

This drug was introduced into Western medicine in 1899 by 
Merck in the form of a liquid extract sold under the name ot 
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Eumenol, and later in the form of Eumenol tablets. These pre- 
parations were recommended in the treatment of menstrual 
disorders. 

More recently this drug has been worked out pharmacologically 
in the laboratories of the Peking Union Medical College with the 
following results.¥ 

Extracts were prepared either by boiling the drug with water 
or by percolating it with diluted alcohol, the percolate being freed 
of alcohol and suspended in water for animal experiments. When 
an extract prepared in either of these ways was injected intra- 
venously into dogs anesthetized with ether, urethane, hydrated 
chloral, or phenobarbital (luminal), three effects were quite con- 
stantly produced :— 

1. A fall in blood pressure, sometimes, but not always, followed 
by a rise. 

2. Diuresis, which occurred no matter what changes in blood 
pressure were noted, and was sometimes very striking and pro- 
longed. 

3. Contraction of smooth muscle—uterus, intestines, bladder. 
(See Fig. 7.) 
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Fic. 7. Tang-kuci experiment on female dog, not pregnant. Upper 
record: uterine contractions. Second record: kidney volume. Third 
record : carotid blood pressure. Fourth record: urine output, in drops. 
Time, five seconds. 


The action on the ulerus. Uterine contractions followed the 
injection of the whole or distilled extract in 10 out of 20 experiments 
on dogs anesthetized with phenobarbital, urethane or ether. Of 
these 20 experiments, 16 were made on non-pregnant animals, 
two on pregnant ones, and two on lactating animals. All the 
10 failures occurred in experiments on non-pregnant dogs, so that 
the drug caused contraction of the non-pregnant uterus of the 
dog in only 37.5 per cent. of attempts, while in pregnant or recently 
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delivered animals it was 100 per cent. effective. While the number 
of experiments of the latter type was relatively small, the results 
suggest that Tang-kuei had a more constant stimulating action on 
the pregnant or recently evacuated uterus of the dog than on the 
non-pregnant or virgin organ. 

In anzesthetized rabbits 0.1 or 0.2 mg. of a nonvolatile sugar 
free basic crystalline material isolated by us, caused powerful 
uterine contractions and a sustained rise in blood pressure; in one 
experiment on a p.eznant animal, successive doses of 0.1 or 0.2 mg. 
‘ach elicited a powerful uterine contraction, and when a total of 
0.6 mg. was reached the contraction was strong enough to burst 
an amniotic sac. 

Isolated rabbit uterus went into prolonged spasm in the 
presence of one part in two millions of these crystals. (Fig. 8). 
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Fic. 8. Tang-kuci experiment on isolcted virgin rabbit uterus, 
suspended in Tyrode solution. 


Strips of human uterus, removed for fibromvoma, were 
stimulated by one part in 250,000. With either preparation, the 
effect disappeared on replacing the solution containing the drug 
with fresh Tyrode solution, and could be brought out repeatedly 
in the same preparation with no diminution in the effect, 

Isolated rabbit gut showed an increase in rhythmic movements 
in the presence of one part in 100,000 of this material. The action 
was not influenced by atropine, and could be brought out again 
and again by substituting fresh solution and adding more of the 
drug. . 
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An Investigation into the Results of Breech Labour, and of 
Prophylactic External Cephalic Version During Preg- 
nancy; with a Note on the Technique of External 
Version. 


By G. F. Grpperp, M.B., M.S., (Lond.), F.R.C.S. (Eng.) 


Obstetric and Gynecological Registrar, Guy’s Hospital. 


In the period of twelve years from 1803--1875 there were 574 
cases of breech delivery in the practice of the Guy’s Hospital 
Lying-in Charity, with a foetal mortality of go per cent. The 
standard text-books of to-day give the foetal mortality rate for 
breech presentation as about 10 per cent. for primipara, and 
3 per cent. for multiparze.? If we compare these figures we 
cannot fail to get the impression that the prognosis for the child 
has greatly improved during the last 50 years. 

As a matter of fact anyone who has worked in a large ‘“‘District”’ 
practice must have noticed that the dangers of breech delivery 
are far greater than the text-books imply ; and ij the figures pub- 
lished by the various Maternity Centres are studied, it is seen at 
once that the ‘improvement’? during the last 50 years is very 
slight, or in some cases even non-existent. 

Nothing can be more detrimental to the advance oj the saner 
aspects of obstetrics than to under-estimate the dangers and diff- 
culties of an abnormal condition; and yet almost every modern 
text-book quotes a mortality figure which is far below that obtained 
in an average practice. Once the dangers accompanying breech 
delivery have been minimized by the publication of ‘good"’ 
figures, the optimistic outlook thereby created tends insidiously to 
gain ground; since the subsequent publication of ‘‘bad’’ figures 
immediately brings forth the criticism that the difference is due to 
the corresponding difference in the skill of the accoucheurs con- 
cerned. The inevitability of such criticism has the effect of causing 
suppression of such “‘bad’’ figures, or at least, no great pains are 
taken to draw attention to them, with the result that the low figures 
tend to remain unchallenged, and to acquire a totally undeserved 
value, 

external version as a prophylactic measure is a well established 
method of dealing with breech presentation, but it is often not 
insisted upon as strongly as it should be. For example—under 
the heading of Indications for Cephalic Version we find——*When 
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the presentation of the child is a breech, the mother a primipara, 
and her pelvis normal.’’$ 

This half-hearted recommendation 0; external version may, in 
part, be due to the fact that the foetal mortality figures usually 
quoted, are 3 per cent, for multipare, and 10 per cent. for 
primipare; but these figures are probably obtained from cases 
in the practice of an individual obstetrician. Under the conditions 
in which a ‘‘District’’ practice is carried on, the breech deliveries 
are not always conducted by a man of wide experience, and we 
must expect in such circumstances to find a high foetal mortality. 
The important fact brought out by the following series, is the great 
difference in the results of breech and head presentations, and the 
comparison is quite fair because the conditions for both series are 
the same. 

The figures have been compiled from notes on gooo consecutive 
cases delivered in the Guy’s Hospital District, and do not include 
any women admitted to hospital from places outside the District. 
They should, therefore, be representative of an average midwifery 
practice, since they include no selected cases. 

It will be seen that, in the series of 221 cases (35 primipare, 
and 186 multiparze) the child was born dead in 22 per cent. and in 
addition to this 1.3 per cent. of the children born alive died within 
the first ten days. These figures include all cases, but for the 
present purpose only ‘‘uncomplicated’’ cases will be considered, 
since it would be beside the point to include cases in which breech 
delivery was desirable from other considerations (such as placenta 
previa), or in which maternal and foetal risks were increased by 
such complications as gross pelvic contraction. The point at issue 
is whether or not it should be a routine practice to turn all breech 
cases (both primigravidze and multiparze) whenever possible—pro- 
vided always that there is no special indication for breech delivery. 
The figures for twin pregnancy have also been omitted from the 
uncomplicated cases, for two reasons. Firstly, because it is usually 


impossible to perform external version in a twin pregnancy, and 


therefore one has no choice as far as the determination of the 
presentation goes; and secondly, because breech labour in twin 
pregnancy is not nearly so unfavourable as when only one child is 
present. In the series of 51 cases of twins in which one or both 
children presented by the breech, there is a foetal mortality of 6 
per cent., a figure which is very much lower than that obtained in 
any other group of cases; so that the prophylaxis of breech labour 
in this group is not such an obvious need as in the ‘uncompli- 
cated’? group. Of the ‘tuncomplicated’’ cases, 29 occurred in 
primipare, with a foetal mortality of 28 per cent. and a neonatal 
death rate of 3.5 per cent.; and 106 occurred in multiparze, with a 
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foetal mortality of 14 per cent, and a neonatal death rate of 1 per 
cent. It will be seen that these figures show a much greater danger 
to the child than do the figures usually quoted, and when they 
are compared with the results of prophylactic cephalic version, the 
value of this manipulation as a routine in all cases, is at once 
apparent. 

In the records from which the present series have been collected, 
there are, unfortunately, no complete notes on the condition of 
the infant after delivery, and it is therefore impossible to get any 
numerical estimate of the incidence of intracranial lesions. It has 
been shown that 75 per cent. of dead children in breech deliveries 
have serious intra-cranial lesions.* It is also known that minor 
degrees of intra-cranial hemorrhage are not incompatible with 
the survival of the child; and it is a reasonable deduction that in a 
considerable number of breech deliveries the infants born alive 
have a certain amount of intra-cranial damage. How far the 
damage affects the subsequent development of the child is not 
known, but one cannot escape the conclusion that there is a risk 
of serious disability resulting later in life. It will be seen that, 
in this series, ‘foetal injury’? occurred in 5 per cent. of the uncom- 
plicated cases—-under this heading only the more serious injuries 
are included, such as brachial palsy and fracture of bones. 

When we try to form an idea of the maternal risks, we are 
faced with a greater difficulty, since we cannot estimate the 
incidence o: the late results of difficult labour. For example, the 
factors involved in prolapse of the uterus are many, and their 
assessment at the time of infliction impossible ; however, it is pro- 
bable that the incidence of perineal lacerations in any particular 
group of labours will bear a fairly definite relationship to the 
incidence of prolapse of the uterus in such a group. In the primi- 
pare of this series a ruptured perinzeum requiring suture 
occurred in 45 per cent. and in the multiparze, in 18 per cent. 
These figures are much higher than those that would be obtained 
in cases of uncomplicated labour with the head presenting, and 
although there are other factors involved in the production of 
prolapse, it seems quite a reasonable deduction that, in the group 
under consideration, prolapse is likely to follow in an unusually 
large number of cases. 

Two maternal deaths appear, giving a mortality rate of 0.9 
per cent. for the whole series. The death in the complicated series, 
was due to malignant endocarditis in a patient who had_ heart 
failure during the later months of pregnancy, and who died two 
months after delivery. In the uncomplicated series, the death was 
due to haemorrhage from a uterine artery following rupture of the 
lower segment of the uterus. The patient was a multipara, and the 
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rupture occurred when an attempt was made to bring down the 
extended arms of the foetus. The rupture was detected immedi- 
ately after delivery and was packed with gauze, but the patient 
died twenty minutes later. Although it is not a logical argument 
to select one case from a list and draw conclusions from it, yet, 
in this case, it seems that the maternal death would not have 
occurred had the presentation been a vertex, and therefore that 
the death is directly attributable to the breech presentation, in the 
absence of any other gross abnormality. 

There are two alternative conclusions to be drawn from these 
figures; either that the present series is an extraordinarily unfor- 
tunate one, with appalling results; or that the generally accepted 
attitude to the dangers of breech labour is unduly optimistic, and 
the foetal mortality usually quoted is far too small. When one 
looks into figures recently published from other sources, one is 
forced to accept the second conclusion.® It is not suggested that 
these figures should be compared too closely, since they are 
arrived at on different bases, but they have this in common—they 
are all very unsatisfactory, 

The remedy for this must lie either in improved technique in 
breech delivery, or in the elimination, as far as possible, of this 
un avourable presentation . A series of cases has been published 
in which the foetal mortality is stated to be 2.3 per cent.® but it is 
doubtful if the majority of practitioners will ever acquire either 
the skill or the good fortune to equal this figure. After the 
experience gained from his first twenty difficult breech cases, the 
average doctor gains very little from delivering dead babies, except 
in so far as he learns to appreciate the very real danger of breech 
labour. There is no doubt that the dangers can be greatly 
lessened by an operator of more than average skill and experience, 
but the improvement in this direction is obviously limited. It is 
the purpose of the figures on version, to show that far more profit- 
able results would follow the practice of external cephalic version 
in all uncomplicated breech cases. It is, of course, almost univer- 
sally recognized that version is the correct procedure in the case of 
primigravidze ; but the need for it in multiparze is not, as a rule, 
sufficiently stressed. 

If version is to be adopted as a routine practice, it must be 
shown that it is an operation unattended by any serious risk to 
the mother and child, and the results here shown, fully bear out 
this contention, 

Most obstetricians have met with cases in which presentation 
and prolapse of the cord have followed the performance of an 
external version; whether or not the condition was present before 
the version it may be impossible to say, but its occurrence after 
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this manipulation is at least suggestive of cause and effect. There 
is only one such case in this series, and it will be seen that it occurs 
in the group in which spontaneous version took place alter the 
30th week—i.e., it was a natural process and cannot be attributed 
to external manipulation. 

The objection has been advanced that after the performance of 
external version there is an increased chance of malpresentation 
occurring because of the disturbance of the foetal attitude and 
position. There was only one malpresentation recorded in this 
series; it occurred in a patient in whom external cephalic version 
had been performed before the 35th week and in whom the child 
was found to be lying obliquely when labour started. 

Partial separation of the placenta may sometimes result from 
vigorous attempts at version. This is most likely to occur if the 
patient is under an anesthetic, when the manipulations of the 
operator are not held in check by the patient's subjective feelings 
such roughness is to be deprecated from all points of view, since 
it usually defeats its own object by making the version more 
difficult, owing to the stimulation causing uterine contractions. 
In the present series, slight bleeding presumably due to partial 
separation of the placenta, is recorded in one case, and did not 
adversely affect either mother or child. 

The possibility of the breech presentation recurring after 
version during pregnancy, has sometimes been used as an argu- 
ment against the performance of this manipulation, but it can be 
used to a much better purpose as an argument for performing 
external version twice if mecessary. In the present series, the 
breech presentation recurred once, in 13 cases. (eight per cent.). 
Among these 13 cases subsequent external version was permanently 
successful in four cases, and occurred spontaneously in one case, 
while in two cases the breech presentation recurred twice. In the 
remaining six cases no further attempt at version was made. It 


will thus be seen that recurrence after version is not a very common 
event, and should it occur, it can usually be rectified permanently 
by repeating the operation. 


Thus, out of 179 cases of external version, the only compli- 
cations met with were the oblique lie and slight ante-partum 
hemorrhage (probably traumatic). Prolapse of the cord occurred 
in the group of 71 spontaneous versions. These results should 
establish the operation as one free from serious risk either to the 
mother or child. 

A consideration of the figures will throw some light on the 
question as to when is the best time to perform external version. 
It is the practice of some obstetricians not to attempt this until the 


30th week of gestation; firstly on the ground that the malpresen- 
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tation is likely to recur if version is performed before this time; 
and secondly because spontaneous version is said to be a very 
likely event up to this time. In the present series, out of 107 
versions performed between the 32nd and 35th weeks, 6.5 per cent. 
recurred; while out of 72 periormed after the 35th week, 8.3 per 
cent. recurred—thus showing that recurrence is not more likely 
to take place if the version is performed at the earlier date. It is 
impossible to estimate the proportion of breech presentations which 
would right themselves if left alone, but since it is not clinically 
possible to determine which case will undergo spontaneous version, 
and which will require manipulation, version should be performed 
in every case that presents as a breech. 

In this series version was noted as having taken place spon- 
taneously after the 32nd week, in 71 cases in which manipulation 
had been attempted. It would seem therefore that there is no real 
objection to performing external version as early as the 32nd week, 
and it is certainly sometimes very much easier at this early date. 
In a primigravida with a tight abdominal wall, and in whom the 
vertical length of the abdomen is small, the head may be tucked 
away under the costal margin, and this may be the cause of 
considerable difficulty in performing version. In such cases the 
difficulty will often be less at the 32nd week, than when the 
foetus has grown bigger by the 36th week or later. On the other 
hand in some multiparze, especially when there is a rather tense 
uterus, with some excess of liquor amnii, and a relatively small 
foetus, it is often easier to perform version late than early, since 
the bigger the foetus the more easily is it seized when turning it. 
On the whole it is advisable to attempt to turn every breech 
presentation at, or soon after, the 32nd week, and if the attempt 
fails, to make another attempt later on. 

Only very occasionally is it impossible to perform external 
version before the onset of labour, and many cases which are 
failures with a conscious patient are successful with the help of an 
anesthetic; when we consider the increased risks involved, it is 
always advisable to give an anzesthetic and to attempt version 
again, if it has failed without. 

Out of a total of 232 cases, (179 plus 53) in which external 
version was attempted, it failed on the first occasion in 58 cases 
(23 per cent.). Among these 58 cases, spontaneous version took 
place later in 17; and no further attempt was made in 18 cases; 
this leaves 18 cases in which more than one attempt at version was 
made. It will be seen that version failed again in 10 cases. Thus 
(excluding the cases in which no second attempt was made) we see, 
that if external version is persisted in, it should be successful in 
well over 90 per cent. of cases, 
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In this series external version was performed in 204 cases in 
which the child was ultimately delivered with the head presenting. 
The foetal mortality was 2 per cent, and, in addition to this, 1.4 
per cent. of the infants born alive died within ten days. There 
were no maternal deaths. 

The author is indebted to the Obstetric Surgeons at Guy’s 
Hospital for permission to make use 0° the notes on their cases, 
and to publish these figures. 


A NOTE ON THE TECHNIQUE OF EXTERNAL VERSION. 

The performance of external cephalic version for breech presen- 
tation involves the turning of the long axis of the foetus past the 
short axis of the uterus, and this is the difficulty which 
to the most trouble. The difficulty could be overcome if it were 
possible to convert the foetal ovoid into a sphere. The more the 
foetal spine is flexed the more does its shape approximate to a 
sphere. Thus, the most important factor in external version is 
to flex the foetus, and it is mainly with a view to increasing this, 


gives rise 


y 


that the various movements are performed. 

As a rule, both poles of the foetus are not equally accessible to 
abdominal palpation. It is usually upon the cephalic pole that 
more purchase is obtainable, and in order to increase flexion of the 
spine, it is necessary to push the head in the direction in which 
it is facing; i.e. the foetus must be turned “‘forwards.’’ If, as is 
sometimes the case, a firmer grip can be obtained on the breech, 
then pressure in the opposite direction (i.e. so that the foetus turns 
‘“‘backwards’’) will favour flexion, and therefore be more likely to 
succeed. 

The first movement, therefore, if the head is accessible in a 
left sacro anterior position, is to push the head as far downwards 
and to the right as possible with the left hand, thus increasing 
flexion of the spine and making the foetal mass approximate to a 
sphere. The right hand now lifts the breech upwards and to the 
left, so that the foetus comes to lie transversely. A slight increase 
in the pressure on the head is now usually sufficient to get the 
foetus past the transverse diameter of the uterus, after which the 
head can be gently guided into the pelvic inlet with one or both 
hands. 

If, in the same position, the breech is the more easily accessible 
pole, it is pushed upwards and to the right with the right hand 
(to increase flexion), while the left hand gently pushes the cephalic 
pole downwards and to the left. 

The difference in the manipulations in these two cases lies in 
the fact that, in one the breech, and in the other the head, is the 
part that receives most of the force, and thus the foetus is turned in 
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different directions in the two cases. Usually the version takes 
place about an axis in the sagittal plane, but occasionally the 
foetus may be felt to turn about an axis in the coronal plane. 

If care is taken always to attempt the version in the right 
direction (i.e. the direction in which flexion is increased) it is 
usually successful, but there will be a certain proportion of failures 
at the first attempt. 

The commonest cause of failure is engagement of the breech ; 
and this, especially in primigravide, is often associated with 
extension of the legs. Before any attempt at turning is made the 
breech must be disengaged. This can generally be effected by 
lifting the breech up with the tips of the fingers placed on the abdo- 
men, and the manipulation may be assisted by raising the patient in 
the Trendelenberg position. In some cases, however, such a mani- 
pulation may fail, and the bi-polar method should then be used. By 
introducing two fingers into the vagina the breech can be pushed 
out of the pelvis by pressure through the fornices, and then 
displaced to the iliac fossa which corresponds to the back of the 
foetus. The version is then completed from the abdomen by 
pressure on the head. Extension of the legs may cause further 
difficulty even after disengagement, by splinting the body and 
so preventing the increased flexion of the spine which is such an 
essential part of the manipulation. 

A tense abdominal wall, or an irritable uterus, may be the 
cause of failure. In such cases the conditions may be greatly 
improved by emptying the lower bowel with an enema, keeping 
the patient in bed for 24 hours, and giving chloral hydrate and 
potassium bromide. If, after this, the manipulations are carried 
out with gentleness, they will often succeed when they have failed 
previously. 

In the absence of sufficient liquor amnii external version may be 
difficult, and, indeed, after the membranes have ruptured it is not 
o'ten possible. An attempt should always be made, however, and 
sometimes a general anesthetic will help to bring about success. 

It is well always to bear in mind the possibility of twin preg- 
nancy when difficulty is experienced in performing external 
version, since the second foetus may not be suspected at the begin- 
ning of the operation. 


CONCLUSIONS. 
1. The foetal mortality in breech labour, both in multiparz 
and primpare, is so high, that no pains should be spared to 
avoid this unfavourable presentation. 


2. External version during pregnancy seldom fails in its object, 
and is free from serious risk either to the mother or child. It 
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should be attempted as a routine soon after the 32nd week ot 
pregnancy, and if this fails a further attempt should be made 
soon after the 34th week. If necessary an anesthetic should be 
given before it is decided that version is impossible. 


The following figures show the results of breech labour, and 
of external version, occurring in a series of goo0o consecutive 
deliveries. 
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EXTERNAL VERSION. 
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SUBSEQUENT COURSE OF RECURRENCES. 


No Further Attempt—Breech Delivery 
Recurred ‘Twice—Breech Delivery 
Repeated Version—Permanent 
Spontaneous Version Later 


SUBSEQUENT COURSE OF FAILURES. 


Repeated Version (without anesthetic) 

Successful 
Failed 

Repeated Version (with anzesthetic) 
Successful 
Failed ... . 

Spontaneous Version Later 

No Further Attempt 
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The following figures shew the Foetal Mortality Rate for breech deliveries 
as quoted by various text books. 

** A Manual of Midwifery,” by ‘T. W. Eden and Eardley Holland. 
In Primiparee - - 10 per cent. 

“‘ Midwifery,” by ten Teachers — - 3.3—Io per cent. 

‘“‘A Synopsis of Midwifery.” by Aleck W. Bourne. 
In Primipare - - II per cent. 
In Multipare - 3-3 per cent. 

“ Difficult Labour,” by S. J. Cameron and John Hewitt. 
In Primiparee - - 12 per cent. 
In Multiparee - 4 per cent. 

“Obstetrics,” by J. Whitridge W illiams 
In Primipare - - IoO—15 per cent. 
In Multiparee - 3-3 per cent. 


3. ‘* Midwifery,” by Ten ‘Teachers. 
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Holland, Eardley. ‘Cranial Stress during Labour.” Journ. Obstet. and 
Gynecol. Brit. Emp., 1922, xxix, 549. 


The following figures, shewing the results of breech labour, are quoted 
from other sources. 
From the report of the Maternity Department, Jessop Hospital for Wor en, 
Sheffield, 1925. 
Uncomplicated cases - I 
Foetal and Neonatal Deaths - 
All cases - - - 2 a. i 
Feetal Deaths - - - 
Neonatal Deaths - - - 3 
From the Clinical Report of Queen Charlotte’s Maternity Hospital, 1923. 
Uncomplicated cases . - 10 
Foetal Deaths - - - 4 
Neonatal Deaths - - ) 
All cases - - 51 
Feetal Deaths - - 18 
Neonatal Deaths - - - I 
From the Medical Reports of the Leeds Maternity Hospital, 1923-24-2 
Uncomplicated cases - - 53 
Foetal Deaths — - - - 12 
Neonatal Deaths - . 4 
All cases - - - - - 156 
Foetal Deaths - - - 39 
Neonatal Deaths - - - 1g 
lroni the Medical Reports of the Birmingham Maternity Hospital, 1923-24. 
All Cases (excluding breech by 
version) - - - - 52 
Foetal Deaths - - - 21 
Neonatal Deaths - - 7 
Frcin the Report of the Maternity Department of St. Mary’s Hospitals. 
Manchester, 1924. 
Uncomplicated Cases 28 
Feetal Deaths - - 6 
Neonatal Deaths - 3 
All Cases : - 74 
Foetal Deaths - - 25 
Neonatal Deaths - , - - 8 
From the Registrar's Report of the Liverpool Maternity Hospital, 1926. 
Uncomplicated Cases - - 30 
Feetal Deaths : . : 7 
Neonatal Deaths - I 
All Cases - - : 63 
Foetal Deaths - 15 
Neonatal Deaths - - a 
If all these figures are added together a representative series is obtained, 
as follows:— 
Uncomplicated Cases (1 36) 
Foetal Mortality — - - - 26 per cent 
Neonatal Mortality - 6 per cent 
All Cases (446) 
Icetal Mortality — - - : 30 per cent 
Neonatal Mortality - - 9 per cent 
Potter, Irving W. “The Place of Version in Obstetrics.” St. Louis, 1922, 
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The Relative Merits of the Instrumental and 
Medical Methods of Inducing Labour. 


By Joun Hewitt M.B., Ch.B. (Glas.) 
Assistant Surgeon, Glasgow Royal Maternity and Women’s 
Hospital; Dispensary Gynecologist, Western Infirmary, Glasgow, 


DorotHy Towart, M.B., Ch.B. (Glas.) 


Extra-Dispensary Surgeon, Samaritan Hospital, Glasgow; late 
House Surgeon, Glasgow Royal Maternity Hospital, 


and 


DouGaL Bairp, M.B., Ch.B. (Glas.) 
Dispensary Gynecologist, Samaritan Hospilal, Glasgow; late 
House Surgeon, Glasgow Royal Maternily Hospital. 


THIS investigation was undertaken with the object of replacing 
our previously formed impressions on the above subject by actual 
figures. While the total number of cases is relatively small, our 
results were received with interest at a meeting of the Glasgow 
Obstetrical and Gynecological Society to which they were sub- 
mitted, and we believe they may have an even wider appeal. 

In all, we attempted to induce labour in fifty-eight patients. 
In twenty-four of these we employed Watson’s method alone; in 
sixteen instances a preliminary unsuccessful attempt at medical 
induction was followed by the use of the intrauterine bougie; in 
the remaining eighteen cases, the bougie was inserted without 
previous administration of quinine and pituitrin. We have, 
therefore, forty cases in which medical induction was attempted 
on at least one occasion, and thirty-four cases in which bougies 
were used. 

Our first conclusion is that of the two methods, the instru- 
mental is the more certain. Thus, medication succeeded on the 
first attempt in fourteen out of forty cases, whereas the bougie was 
successful in nineteen out of thirty-four cases (eleven out of 
eighteen without previous unsuccessful medical induction, and 
eight out of sixteen in which the medical method had been 
unsuccessful). We have spoken so far of the first attempt only. It 
might conceivably have been found that the total successes 
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obtained by repetition of the medical method exceeded those 
obtained by reinsertion of the bougies, i.e., that a given number 
of ‘courses’? of medical induction gave a better ‘‘gross result” 
than the same number of applications of the bougie. But this 
was not so. In twelve cases in which a second course of medical 
induction was tried, five only were successful; whereas success 
was obtained in twelve out of fifteen cases in which the bougies 
were reinserted. (Six out of seven when no medical induction 
had been tried, and six out of eight when medical induction had 
failed). The number of cases in which a third attempt was made 
is too small to be detailed, but we may express the final result by 
saying that fifty-four courses of medical induction succeeded in 
inducing labour in twenty cases, while fifty-one courses of bougies 
were successful in inducing labour in thirty-three cases (fifteen out 
of twenty-five after unsuccessful medical induction, and eighteen 
out of twenty-six without previous medical induction). 

Incidentally we have given above the proof of another con- 
clusion, viz. that a previous unsuccessful attempt by medical 
induction does not increase the efficiency of the bougie. 

Again, our results show that while relatively efficient at term, 
medical induction fails conspicuously in premature cases, whereas 
the bougie is equally effective in both, Thus, twenty-seven courses 
of medical induction at term obtained fourteen successes, but 
twenty-seven courses before term only six successes: In the case 
of the bougie, eleven courses at term gave six successes, while 
forty courses before term achieved twenty-seven successes. Here 
again there is no evidence of increased efficiency after an unsuc- 
cessful attempt by quinine and pituitrin, as in the forty courses 
before term ‘the results were: without attempted medical 
induction, thirteen successes in seventeen; after unsuccessful 
medication, fourteen in twenty-three cases. 

Carrying our analysis still further, we find that not only is 
the bougie as successful in premature as in mature cases, but its 
efficiency is independent of the degree of prematurity. The 
medical method, on the other hand is progressively more ineffective 
the more premature the case. To demonstrate this fact we have 
compiled the following table in which the cases are grouped 
according to the stage of pregnancy, thus—those of forty weeks 
and over, thirty-six to thirty-nine weeks, thirty-two to thirty-five 


weeks, and thirty-one weeks or fewer, while under each category 
the success of the two methods is indicated. The upper figure 
represents the result of the first attempt at induction, the lower 
figure expresses the gross result obtained by the total number of 
courses employed. 
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TABLE. 








Group 
Method 


4o wks.&  39--36 


weeks. 


35—32 31 wks. or 
weeks. fewer. 





in 17 in 13 2 in 8 oO in 2 
in 27 15 2 in g o in 3 
in in 6 3 in 4 2m 3 

in in 8 4 in 5 3 in 4 
Bougie after ¢ o in in 8 4 in 6 oO in I 
Medical wee in in 13 6 in 8 I in 2 


Medical 


Bougie 








Having thus demonstrated the superiority of the bougie as 
regards certainty of result, we may proceed to other equally 
important questions. 

For comparison, both methods may be tabulated thus : 


INSTRUMENTAL METHOD 


An anesthetic is usually required. 
An anesthetic may be required 
twice or thrice. 


The membranes may be ruptured, 


MeEpDIcAL METHOD 


No anesthetic required. 
No anesthetic required. 


No such danger. 


causing a dry labour. 


Sepsis not infrequently results. No danger of sepsis. 

The placenta may be separated Placental detachment is very rare. 

from the uterine wall. 

No liability to uterine spasms. Detachment occurs only if uterine 
spasm is severe. 

No liability to uterine spasms. Minor degrees of uterine spasm 
may cause foetal asphyxia. 


Maternal injury may be inflicted by 
a precipitate delivery. 


No special liability to precipitate 

labour. 

It is obvious that on the whole the grave dangers associated 
with the instrumental method are of more frequent occurrence than 
those attendant on medical induction. Further, the complications 
arising from the use of the bougie can be encountered even if the 
attempt to bring on labour is entirely unsuccessful. This is 
especially true of septic infection. In this connexion we may 
refer to a case (not in the present series) in which one of us per- 
formed Czesarean section after attempts had been made to induce 
labour by bougies. These attempts extended over a whole week, 
at the end of which they had to be abandoned in favour of 
Cesarean section as the patient’s condition was becoming critical. 
At the operation it was uncomfortably easy to trace on the uterine 
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wall the bed on which the last two bougies had rested, as it was 
clearly indicated by a double line of pus extending from the cervix 
to the fundus. Fortunately, the patient progressed satisfactorily. 
Nevertheless, sepsis is the greatest danger, and in our present 
series there were two fatal cases of this nature in the instrumental 
cases, but no case of infection in the patients treated only by the 
medical technique. It is often stated that there is little liability 
to infection from the use of the bougie, but from our experience 
we believe this statement to be unfounded and we are of opinion 
that this danger should be prominently brought to the notice of 
students. 

One of our fatal cases of sepsis occurred in a patient in whom 
the medical method had failed, but in whom labour was induced 
on the first attempt by bougies. In the other case only twelve 
hours elapsed between the introduction of the bougie and the end 
of the second stage of labour. From this we conclude that the 
time-interval is not the all essential factor in the production of 
sepsis, and we suggest that it may be safer to leave the bougies in 
the uterus for more than twenty-four hours if need be, rather than 
remove and re-insert them, as it is apparently in the introduction 
of the instrument and not in its presence within the uterus that 
the danger lies. This procedure has the further advantage of 
eliminating a second administration of an anzesthetic. 

The time-interval is generally believed to be influenced by the 
degree of prematurity—this we have found to be true for medical 
but not for instrumental induction. It is also believed to be 
reduced by the introduction of as many bougies as possible—this 
is contrary to our experience. Again, it is apparent that if we 
proceed to induce labour in a patient who is spontaneously about 
to enter upon labour we shall meet with a more rapid success than 
otherwise would be the case. As the liability to premature labour 
is greater in cases of urgent maternal complication than in, say, 
cases of contracted pelvis, this factor cannot be ignored, but we 
found no definite relationship between the urgency of the case and 
the speed of response to induction. Thus, in the series of eighteen 
cases induced by bougie alone, eleven responded to the first 
attempt. These included three patients suffering from eclampsia, 
three with pre-eclamptic symptoms and signs, three with a slight 
amount of albumin, and two with contracted pelves. Two sets of 
bougies were required in six patients—five of these had albumin 
in the urine, one had eclampsia, while one, with a severe amount 
of albumin, did not respond until the third set of bougies was 
introduced. Similarly, non-urgent cases of the same period of 
pregnancy showed great differences in the rate of their response. 
For example, three patients with contracted pelvis of the same 
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date of pregnancy behaved as follows. One responded to medical 
induction before the course was completed, a second did not go 
into labour until the third course was given, while the third failed 
to react to three courses of medical induction and required in 
addition two applications of bougies before labour pains were 
stimulated. 

While the unreliability of medical induction constitutes a real 
disadvantage in most cases, the special liability to failure in 
inducing premature labour may prove a definite advantage in some 
instances. Thus, in one patient of our series we believed that the 
normal period of gestation had been exceeded and we attempted 
to induce labour on that account. We employed Watson’s tech- 
nique and failed twice —-fortunately—for four weeks later the 
patient "went into labour spontaneously and delivered herself 
unaided of a living child, which, though large (nine and a half 
pounds), was not definitely post-mature. In another supposed 
case of protracted pregnancy we failed after two trials by the 
medical method. Three days later a seven and a half pound child 
was delivered with ease. 

This saie-guard against miscalculation of dates is of consider- 
able importance in ‘‘inductions of convenience.’’ Without enter- 
ing into a discussion on the ethics of inducing labour, a timely 
subject which has been well treated by Eardley Holland, we may 
state our belief that it is justifiable to induce labour at term in 
order to prevent a patient incurring heavy expense by lying in 
a nursing home awaiting her confinement. Failure in such cases 
should suggest the possibility of definite prematurity and the 
inherent defect of the medical method can thus be turned to good 
account. 

In one patient of our series the urgent symptoms which 
formed the indication ior induction passed off during the two 
days in which we unsuccessfully attempted to bring on labour by 
quinine and pituitrin. We therefore abandoned the attempt and 
allowed pregnancy to continue, but this must be regarded more 
as an incident of interest rather than an illustration of the possible 
advantage of a tardy response to stimulation, 

While the present series was being compiled two patients came 
under our notice in whom uterine contractions passed off com- 
pletely during the first stage of labour. In each instance we 
employed Watson's technique with immediate success, and we 
believe that medical induction has a delinite place in the treatment 
of this type of uterine inertia. It is true that chloral hydrate and 
potassium bromide may be given to induce sleep until the pains 
return, but such delay and inactivity are irksome to both patient 
and attendant, 
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We have stated that, in our experience a preliminary unsuc- 
cessful attempt at medical induction does not increase the 
efficiency of the intra-uterine bougie. In other words, there is 
no carrying over of a mild irritation to produce a summation ot 
stimuli. We have not tested the reverse sequence, but in one of 
our patients in whom one course of Watson’s method was followed 
by two sets of bougies and these in turn by a reversion to medical 
induction, labour began after the castor oil and quinine had been 
given, 

As an illustration of the combined effect of the instrumental 
and medical methods, another case may be cited. In this instance 
medical induction failed, and two sets of bougies were inserted on 
succeeding days. The second set of bougies was introduced at 
It a.m., but at 9.30 p.m. there were no pains, and 1 c.c. of pituit- 
rin was injected into the gluteal muscle. At 10.30 p.m. another 
I c.c. was given, and immediately thereafter strong contractions 
began. Labour was completed at 2.30 a.m. of the following day. 

This is the only case of the present series in which we employed 
the two methods in conjunction. We deliberately avoided doing 
so for statistical purposes, but it has been our custom for some 
considerable time to inject 0.5 ¢.c. or 1 c.c. of pituitrin at regular 
intervals while bougies are in the uterus, and we believe that this 
procedure expedites the onset of labour. With reference to the 
action of pituitrin, it may not be out of place to refer at this 
juncture to Honeyman’s researches into the cause of the onset of 
labour. By employing an elaborate technique which need not 
be detailed, [loneyman found that the blood of a normal woman 
in labour contains a “‘substance’’ which increases the tone ot 
visceral muscle. This property excludes adrenalin) which is 
inhibitory to involuntary muscle. Further, the ‘‘substance’’ is 
not present (a) before labour, (b) a few days after labour, (c) in 
the non-pregnant female, (d) in the foetus and (e) in the male. 
Curiously enough it is not present or at least could not be demon- 
strated in (f) the blood of eclamptic patients during labour. The 
material is thermostable and dialyses readily, but its exact nature 
has not yet been determined. Nevertheless, Noél Paton in the 
discussion following Eloneyman’s paper, stated that in all pro- 
bability the substance would prove to be pituitrin. 

Of the four agents employed in Watson's technique, pituitrin 
is probably the most potent in’ stimulating uterine contractions 
but the castor off may be an important auxiliary. In this connexion 
it is interesting to note the frequent administration and the 
generous dosage of castor oil meted out by the nursing: staff in 
the ante-natal department when the wards are over-crowded. 
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SUMMARY AND CONCLUSIONS. 

1. The introduction of the intrauterine bougie is a more certain 
method of inducing labour than is Watson’s medical technique. 

2. Reinsertion of bougies is more successful than repetition 
o: medical induction, 

3. Watson's method is particularly ineffective in inducing 
premature labour. Its inadequacy is progressively more apparent 
the more premature the case. 

4. The bougie is equally effective throughout the various stages 
of pregnancy. 

5. A preliminary unsuccessful attempt by Watson’s method 
does not increase the success of subsequent instrumental induction. 

6. Certainty of action is the only pronounced advantage of 
instrumental over medical induction, 

7. The dangers associated with medical induction are of less 
common occurrence than those associated with instrumental 
induction. 

8. Further, the dangers of instrumental induction (notably 
sepsis) can arise even if induction fails; those following medical 
induction can occur only if labour supervenes, 

g. Grave septic infection is not uncommon after the use of 
the bougie. 

10. The time-interval is neither the sole nor the main factor in 
the production of sepsis. 

11. We suggest that there is less danger in leaving the bougies 
in the uterus for more than twenty-four hours than in their 
reinsertion. 

12. The time-interval, while influenced in some cases by the 
accuracy and urgency of the indication, is not invariably dependent 
on this factor. 

13. In our experience the number of bougies introduced bears 
no relationship to the success of the method. 

14. The coincident administration of pituitrin tends to hasten 
the action of the bougies already within the uterus. 

15. Watson’s method may be employed with success to 
reinduce uterine contractions in cases of arrested first stage. 

16. The probable failure of Watson’s method is a safeguard 
against accidental induction of premature labour by miscalculation 
of dates as in “inductions of convenience’ and in cases of sup- 
posed post-maturity. 

17. Honeyman’s investigations suggest that pituitrin is 
present in the blood in increased amount during normal labour. 

18. We recommend (a) that in non-urgent cases Watson’s 
method should be tried and repeated if necessary ; (b) that should 
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the case be, or become, urgent, instrumental induction should be 
employed, and (c) that whenever bougies are used pituitrin should 
be injected intramuscularly at regular intervals. 

We are indebted to Drs. Cameron and McLellan who have 
allowed us to conduct the above investigation on patients under 
their charge in The Glasgow Royal Maternity and Women’s 
Hospital, and we gratefully thank them for their courtesy. 





A Case of Pelvic Myxoma. 


By ALFRED GouGH, M.B., Ch.M. (Leeds), F.R.C.S. (Eng.) 


Assistant Surgeon, Hospital for Women and Children, Leeds. 


History. Mrs. G., aged 35 years, had been married ten years 
but had never been pregnant. She had noticed a tumour in the 
gluteal region at least twelve years previously, and swellings had 
later formed in the abdomen, perineum and vulva. Four 
operations had already been performed between 1915 and 1924. 
During one of these operations an accidental injury to the large 
intestine had necessitated a colotomy which closed only several 
months later. The tumour, which had been painless, incommoded 
her merely by its bulk. Her general health was excellent. She 
menstruated normally and there was no disturbance of the 
functions of the bladder or rectum. 


Physical signs. The appearance in anterior and posterior view 
has been faithfully depicted in the accompanying drawings by 


Miss EK. M. Wright. It will be seen that there was a mass filling 
the left lower quadrant of the abdomen. The overlying skin was 
healthy except for several operation scars. The consistence was 
spongy and elastic, but there was no true fluctuation. There was 
dullness on percussion, and on coughing an indefinite impulse was 
feit in the groin. 


The tumour could be traced over the pubes into the left labium 
majus, Where it formed a huge pedunculated mass hanging down 
nearly as far as the knees. The skin was purplish in colour and 
was thinned over this part of the tumour. The vertical measure- 
ment from the pubic spine downwards was 11 inches. The 
circumference of the upper constricted part was 15} inches; that 
o: the lower part was 22 inches. 

The tumour could be followed backwards to the left side of 
the perineum and left buttock where it formed a smooth rounded 
mass the size of an adult head. Here the skin was closely adherent. 
A certain amount of coarse lobulation could be felt on palpation. 

A satisfactory vaginal examination could not be made, but 
the tumour-mass could be felt to occupy the left side of the 
pelvis and was continuous with the superficial portions in the 
labium and buttock. The vagina and rectum were displaced very 
much from their normal position, lying well over to the right of 
the middle line. 





Pelvic Myxoma: Front View, 
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Diagnosis. The tumour clearly originated in the pelvic 
cavity and extended in several directions:— (1) through the 
abdominal wall into the groin; (2) through the anterior part of the 
pelvic floor at the side of the vagina, reaching the labium majus; 
and (3) through the posterior part of the pelvic floor into the 
buttock. From its soft spongy consistence, its infiltrating nature 
and its long duration, the opinion was formed that the tumour 
was a myxoma. 


Treatment. Complete removal was obviously a_ surgical 
impossibility on account of the intimate relation of the tumour to 
the vagina, rectum and bladder. It was decided to reduce its bulk 
by removal of the most accessible parts. 

At the first operation (Jan. 25th, 1927) the pendulous portion 
was amputated by an anterior racquet incision. A very large 
number of bleeding points had to be secured and ligatured. In 
cutting through the isthmus of the tumour, two cystic spaces were 
encountered. These contained straw-coloured fluid, and it was 
for a moment feared that diverticula of the bladder had been 
opened, this was, however, disproved by the passage of a probe. 
The incision was closed, with the exception of a small opening 
for drainage. Uneventful healing occurred. 

The mass removed weighed 5 lb. 1} 0z. Histological exami- 
nation showed the structure of a typical myxoma. The cystic 
spaces were bounded by a layer of condensed stroma; there was 
no lining of either epithelium or endothelium. 

At a second operation (May 13th, 1927) the gluteal part of the 
tumour was removed by a lanceolate incision which included a 
good deal of the overlying skin. The tumour was separated from 
the surrounding structures until a pedicle about three inches in 
diameter was left between the rectum and tuber ischii and lead- 
ing into the pelvic cavity. In dividing this pedicle a cystic space 
was opened. The wound was closed without drainage, and normal 
healing took place. 

This specimen was unfortunately destroyed without its weight 
being ascertained, but it was approximately as large as the first. 





A Large Solid Ovarian Tumour with Twisted Pedicle. 


By ALFRED GouGH, M.B., Ch.M. (Leeds), F.R.C.S. (Eng.), 


Assistant Surgeon, Hospital for Women and Children, Leeds. 


History. Mrs. T., aged 52, two years past the menopause, 
had known of the presence of an abdominal tumour for at least 
seven years. This had increased in size very gradually, but during 
the last few weeks the increase had been rather more rapid. 
During the same period pain, vomiting, diarrhoea and frequency 
o: micturition had appeared, and the general health had rapidly 
deteriorated. 


Examination, The patient was strikingly pale and cachectic. 
Her shrunken face and wasted limbs contrasted with the greatly 
swollen abdomen. The pulse-rate was about 120 per minute, the 
tension being very low. The temperature, observed four-hourly 
for several days, never exceeded the normal. The chest was 
normal except for a few moist sounds at the right base. 

The abdomen was occupied by a tumour larger than a full-time 
pregnancy. It was tender on palpation, and dull on percussion, 
there was some resonance in both flanks. The greater part of the 
swelling was solid, but there was a fluctuating portion between the 
umbilicus and the pubes which disappeared after the catheter had 
been passed and six pints of urine withdrawn, 

On vaginal examination, the cervix was found to be normal. 
The uterus appeared to be blended with the tumour. 

The urine contained pus, albumin and coliform bacilli. An 
examination of the blood gave the following results : 

Hemoglobin: 40 per cent. 
Red Corpuscles: 1,965,000 per ¢.mm. 
Leucocytes : 27,000 per c.mm. 


The Diagnosis made was: uterine myoma, probably degenerate 
and possibly suppurating. 


Treatment. One was faced with a formidable operation on a 
patient in a very anemic condition and having a serious infection 
of the urinary tract, but after the transfusion of 20 ounces of blood 
her condition improved in a very satisfactory manner. 

The operation, performed four days later, turned out to be 
unexpectedly simple. A ten-inch incision was made in the middle 
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line. The tumour which was universally adherent, was readily 
separated down to its pedicle, and was then seen to be a tumour 
of the left ovary, which had become rotated. The pedicle was 
tightly twisted and was the thickness of a finger: it was ligatured 
and divided. The abdomen was then closed. 

The patient suffered surprisingly little shock, and made a 
good recovery, except for an exacerbation of the urinary infection. 
There was a smart attack of cystitis and pyelitis of the left kidney. 
She was able to leave the nursing home within four weeks. 


The Tumour weighed 13} lb. Its surface was smooth and 
showed red and yellow mottling. When an incision had been 
made, the interior was seen to resemble the spleen in colour and 
consistence. In some places a faint indication of ‘‘whorled’’ 
structure could be discerned. 

On microscopic examination the details of structure could be 
made out in a zone extending only one millimetre from the surface. 
Here it was composed of long fusiform cells with rod-shaped 
nuclei. A sprinkling of leucocytes could be seen extending to a 
depth of three or four millimetres from the surface, but beyond 
this all structure was lost. The tumour was probably a myoma but 
possibly a fibroma, and the advanced stage of degeneration indi- 
cates that the circulation had ceased several weeks before the date 
of the operation. 

It is interesting to consider the cause of the profound anemia 
which had developed without any external loss of blood. One 
factor is the loss of blood into the interior of the tumour. Several 
pints might easily be lost from the circulation when strangulation 
occurred. In addition to this, it is very probable that there was 
a large absorption of hzmolytic toxins. 





Labour in a Case of a Thoracopagus Monster. 


By R. A. LENNiE, M.B., Ch.B. (Glas.), F.R.F.P.S, (Glas.). 


Assistant Surgeon, Glasgow Royal Maternity and Women’s 
Hospital; Assistant Gynecologist, Victoria Infirmary, Glasgow. 


DovuBLE monsters are of such great rarity that although the 
Glasgow Royal Maternity and Woman's Hospital is probably 
unique tn the number of its obstetrical cases, so far as I can 
ascertain, this is the only example to be found in the records of 
that Institution. 

On examining the literature of the subject, I find that the 
anatomical peculiarities met with in two cases of this variety of 
monster were described by Richard Berry! at a meeting of the 
Edinburgh Obstetrical Society in 1903, and that a full account 
was published by him the following year. The delivery of one 
of these cases is recorded by Haultain.? 

Berry’s specimens showed anomalies of development which 
differ somewhat from the abnormalities found in this specimen but 
as the chief object of this communication is to describe the diffi- 
culties encountered in delivery in the present instance, I shall 
defer consideration of the anatomical and developmental errors 
which present themselves. For a description of these I am 
indebted to J, N. Cruickshank. It might be of interest to compare 
them with extracts from Berry’s report on the monsters submitted 
to him. 

Labour in cases of double-monster is usually premature, and 
as a rule the presentation is a breech. Spontaneous delivery may 
occur if the children are small and the pelvis large. In the course 
of labour the breeches usually come down parallel to each other, 
and after the bodies are born, the obstetrician, by bringing them 
forward over the mother’s abdomen, allows the posterior head to 
engage in the pelvis and be delivered, whereupon the anterior 
head follows without difficulty. This apparently was the method 
adopted by Haultain. Should the presentation be a_ vertex, 
the consensus of opinion favours version, failing which, decapi- 
tation of one head may be necessary. There are instances, 
however, of vertex cases terminating spontaneously. 

The patient, a primigravida aged 25, was admitted to the 
Glasgow Royal Maternity and Women’s Hospital with the breech 
presenting. She stated that the first day of her last menstrual 
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period was 2nd January, the period of gestation was. therefore, 
fully eight months. 

On admission the os admitted two fingers and a foot could be 
elt. The membranes had ruptured four hours previously The 
foetal heart sounds were audible. Some time fater the pains 
increased in severity and on examination the house surgeon found 
three limbs—two legs and an arm—presenting at the vulva. An 
attempt at delivery by version was made forthwith, apparently 
under the impression that the position of the child was semi- 
transverse. The child’s hand was replaced, but attempts to 
extract the breech, which occupied a sacro-posterior position, were 
unsuccessful. The house surgeon then passed his hand into the 
uterus and, on feeling more limbs and apparently another cord, 
and finding that the foetuses were firmly fixed to one another, 
made a diagnosis of locked twins and sent for assistance. 

On examination, | found the legs of the left twin presenting 
at the vulva—in the fourth breech position. When traction was 
applied to the limbs the child was found to be firmly impacted. 
On passing a hand into the uterus the second twin was found to 
be lying transversely at the fundus, while the foetal heads were 
close together and thoraces seemed to be fused. The heads 
and necks were distinct. The cords had ceased to pulsate. It was 
decided to decapitate the left twin whose feet were presenting, and 
when this was accomplished the breech, contrary to expectation, 
could be extracted only as far as the umbilicus. As continued 
traction would probably have ruptured the uterus, and as occlusion 
of the vaginal canal by the breech prevented further manipulation, 
it was decided to remove as much of the child as possible, and 
accordingly, the body was severed near the junction of abdomen 
and thorax. The thoracic stump was then pushed up as far as 
possible, the feet of the second child were seized at the fundus 
and version was performed. No great difficulty was experienced 
in delivering the second child to which was attached the neck and 
thorax of the first. The severed head was then crushed and 
delivered. The children were both females. The puerperium 
proved uneventful, there being only a slight rise of temperature 
during the first three days. The patient was dismissed well 
three weeks later. 


DR. CRUICKSHANK’S REPORT. 

“The twins were united by the thorax and abdomen, so that 
they Iay face to face. Both were poorly developed and poorly 
nourished, the combined weight being only 6 pounds, 12} ounces. 
Each was 17 inches in length, and the arms, legs and 
trunks were the same length in both. The child on the left had a 
" 
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head circumference of 12} inches, while the head of the other 
measured only 11% inches, but otherwise they appeared quite 
identical. 

In each chiid the head, neck and upper part of the thorax were 
distinct, union commencing just below the manubrium of the 
sternum and extending down to just above the navel. Externally 
there was one umbilicus, but during their passage through the 
parietes the umbilical vessels split into two bundles, each in its 
own sheath, which passed through the abdominal cavity of each 
child in normal fashion. Owing to the destructive operation it 
was impossible to define the details of blood supply and the 
relations of the viscera. The diaphragm had been cut in a ragged 
way, but so far as could be made out, the lateral part of the 
diaphragm in each child was iused, while each was incomplete in 
its central portion. Ali the organs were quite distinct and complete 
except the hearts and livers. The livers were iused together, but 
each had distinct portal systems and gall bladder. The hearts 
were also fused, but showed a groove representing the line ot 
union of their ventricles. A separate set of great vessels was 
present for each child, and so far as could be ascertained, these 
were normal in appearance. Examination of the centres of ossifi- 
cation indicated that the foetuses were in the eighth or ninth lunar 
month of development. 

These twins occupy an intermediate position between the group 
of thoracopagi and omphalopagi, but on the whole they conform 
more to the former type. An unusual feature of the case is the 
absence of transposition of the viscera. It is usually stated that 
transposition occurs in one child when twins lie in ulero in such 
a way that one of them is persistently in the right lateral position. 
Such a posture must have been assumed in this case by the left 
twin, yet no transposition developed.’’ 


REPORTS ON THE SPECIMENS DESCRIBED BY Dr. BERRY. 

Case I. The twins, females, were united along the lateral 
abdominal walls and possessed two umbilical cords. There was 
a single liver with a common septum (falciform ligament) but no 
vall-bladder. There were two stomachs but only one duodenum 
and one jejunum. The pancreas was also single. Two umbilical 
veins were present jor each twin. The hearts were distinct and 
both sets of vessels were normal. 

Case Il. In this monster, both children also being females, 
the fusion was much more extensive, the lateral abdominal walls, 
the lateral thoracic walls, and two of the four upper limbs as far 
as the wrist being involved. In the abdomen, the visceral varia- 
tions were identical with those of the first case except that the gall- 
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bladder was present. There was remarkable variation, however, 
in the vascular system. The heart was apparently a single viscus 
but contained two auricles, four auricular appendages, and four 
ventricles—a partial fusion. Great changes were also observed 
in the distribution of the vessels. 

Berry expresses the opinion that development in both cases 
was from one ovum. 

In comparing the specimens it might be convenient to refer to 
them as A. (the present specimen) and B.1. and B.11. 

A. One cord but the vessels split normally after entering the 
parietes. 

B.1. and B.11. Two cords. 

A. Stomach and bowels in duplicate. 

Bu. and B.u1. Two stomachs but one duodenum and jejunum. 

A. Hearts fused but complete. Two sets of vessels normally 
distributed. 

B.1. Both hearts distinct. Course of both sets of vessels normal. 

B.u. Hearts fused but incomplete. Abnormal distribution of 
vessels. 

A. Livers fused but each had a distinct portal system and 
gall-bladder. 

B.1. Single liver but no gall-bladder. 

B.u. Single liver with gall-bladder present. 
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An Address on Obstetrics and Gynecology in the days 
of the Patriarchs.* 


By V. B. GReEN-ARMyTAGE, M.D., F.R.C.P., (Lond.), 
t.-Cok. 1S: 


Professor of Midwifery and Gynecology, Calculta Medical 
College; Surgeon to the Eden Hospital for Women, Calcutta, 


My particular reason for thinking that the subject on which I am 
about to address you might be of interest to you arose recently 
when I was delving in the Bible for anthropological evidence of 
endocrine influence, such as might bear upon the matter of the 
‘hirsute man of action’ and “‘the smooth man of thought,’’ and 
whereas | might have mentioned Nimrod, Goliath, Samson, 
Judith, or Jezebel, each of them respectively illustrative of hyper- 
adrenalism, hyper-pituitarism, and hyper-thyroidism, I chose 
rather to quote the birth of Esau and Jacob which, from an Anglo- 
Saxon point of view, cannot fail to be of interest to those of us 
who dwell in the Delta of the Ganges. 

In my search it occurred to me that it might be of more than 
ordinary interest to observe, from an expert point of view, the 
references in the Rabbinical writings to Gynecology and 
Obstetrics, and to this end I have used the Moffat Translation, 
the Revised Version, and the Douay Authorised Translation, 

I do not intend to stray far outside the path of my title, but, per- 
haps it may entertain those of you who follow work at the Tropical 
School of Medicine to study that wonderful description of 
bacillary dysentery in the Second Book of Chronicles, Ch. 21, 
v. 15 and 1g, and then to pass on to the picture of the oncoming 
of the Monsoon in the First Book of Kings, Ch. 18, v. 43-45. 


STERILITY. 

Throughout the Old and New Testaments there are multiple 
references bearing on the psychological importance of the possess- 
ion of children, for children are regarded as Divine gifts, vide, 
Gen. Ch. 4, v. 1; and Ch, 33, v. 5; and Ps. 147, v. 3. 


This is a natural conclusion in a developing country where 
more hands meant better crops, and especially in the case of weak 
tribes, in which man-power was much needed for continual wars. 


*Read before the Royal Asiatic Society, Bengal 
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It is not surprising, therefore, that barrenness is looked upon 
as a reproach, thus, Sarah was despised by Hagar, her handmaid, 
in Gen. Ch. 16, v. 4. for Sarah was primarily sterile and only 
later conceived after a long period of amenorrhea, vide. Gen. Ch. 
18, v. II. 

Again, Rachael in Gen. Ch. 30, v. 1, through envy of Leah 
cried, ‘‘give me a child or else | die’’; and in 1, Sam, Ch. 1, v. 6, 
we find Hannah’s rival taunting her because the Lord “hath 
shut up her womb.” In St. Luke Ch. 1, v, 25, it says that 
‘Elizabeth rejoiced when the Lord took away her reproach among 
men’’; and again in St. John, Ch. 16, v. 21, our Lord refers to 
“the joy of a woman at the birth of a man child into the world.” 

It is of considerable interest to find such classical examples of 
elderly primipare and note that presumably in those times these 
children were born without trouble to either mother or child; 
whereas to-day circumstances and experience so frequently indicate 
Caesarean section for such cases. The elderly primiparae mentioned 
are Sarah, (Gen. Ch. 21, v. 2,) who bore Isaac; Manoah’s wite, 
(Judges 13, v. 24,) who bore Samson; Hannah, (1, Sam Ch. 1, v. 
20,) who bore Samuel; The Shulamite woman (11, Kings, Ch. 
4, v. 17); and Elizabeth, (St. Luke Ch. 1, v. 360) who bore John, 
and in whom ‘quickening’? at about the 20th week is first 
mentioned. 

In connexion with sterility it may here not be out of place to 
enquire how it is that the Jews, despite all persecution, are now, as 
then, the most prolific people in the world. From a Biblical point 
of view there would appear to be two reasons, which, in those 
days were empirical, based on minute observations of the priests, 
but to-day are proven to have a scientific explanation. 


The first reason is in the diet. This consisted of substances 
perfect in A.B.C. and E, vitamins, for instance, read David's 
entertainment (11 Sam, Ch. 17, v. 28) of ‘“‘wheat, barley and meal, 
and parched corn, beans and lentils and olives, honey and butter 
and sheep and cheese of kine’’; and that of Solomon in 1 Kings, 
Ch. 4, v. 22,which is much the same, included ‘‘fatted fowl and 
fatted oxen.”’ 

It is not necessary to refer to the countless enumeration of 
fruits and vegetables including cucumbers, melons, leeks, onions, 


and garlic, though as a sidelight it is perhaps interesting, in view 
of the modern sugar fermentation, that ‘ta lump of figs’? was 
prescribed by Isaiah as ‘‘a plaster’’ for Hezekiah’s boil, (IL Kings 
Ch. ay Vi Fs 

From the above diet it would therefore seem that the work of 
Mellanby, McCarrison, Plimmer, and Marshall in Great Britain, 
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and Dickinson in America, on the effects of food on reproduction 
and health were empirically anticipated by the patriarchs; and 
that the maxim ‘‘the vitamins are to the endocrines what the 
endocrines are to the economy,’’ was instinctively realized by the 
Jewish people. One must, however, admit from the story of 
Rachael and Leah that superstition or medicinal properties 
apparently attached to mandrakes, (love-apples in Moffat), for in 
Gen. Ch. 30, v. 14, it is written ‘Reuben going out at the time of 
the wheat harvest found mandrakes which he brought to his mother 
Leah, and Rachael said, ‘Give me part of thy son’s mandrakes,’ 
and Jacob slept with Leah that night and she conceived”’; and 
later also ‘‘Rachael conceived.’’-—-Mandrake is Mandragora 
Autumnalis (Solanaceae), and is an antispasmodic. 


The second reason for the multiplication of the people of Israel 
is to be found in the Book of Leviticus, in which those rules for 
coitus are laid down which are of such extreme interest in view of 
the recent work of Wilfred Shaw, Novak, and others on ovulation ; 
for it has been proved that ovulation does not occur until the 13th 
to the 17th day of the menstrual cycle, counting the cycle as 
beginning on the first day of the period. Now coitus is forbidden 
to orthodox Jews before eight days after the last day of the period, 
that is, coitus is not permitted until approximately the time of 
ovulation. 

Moreover, with reference to the above rules as regards coitus, 
and menstruation, it is a remarkable fact that the orthodox Jewish 
woman is almost immune to cancer of the cervix uteri. Is this 
immunity the result of circumcision and therefore of greater 
cleanliness, or is it because their code permits no extraneous 
organisms to enter the vagina during the first eight days after the 
menstrual period that is, during a time when the vagina is 
alkaline and its resistance to infection therefore least; for we now 
know that the acid protective flora of the vagina and cervix are not 
normally actively present until the seventh or eighth day following 
menstruation, 

May one not therefore suggest that the ultramicroscopic 
organism of Gye and Barnard or the “individual potential virus’’ 
is neutralized in the orthodox Jewess by these rules for coitus laid 
down in the Mosaic Laws; for, one would expect in a community 
in which large families are the rule rather than the exception, 
that cancer of the cervix uteri would be particularly common, 

Moreover, in a people bound by such laws of cleanliness, it 
is not surprising to find that there are very strict’ prophylactic 
rules for prevention of infection in women; for instance, in Lev. 
Ch. 15, it is laid down that ‘the man that hath an issue of seed 
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shall be unclean and then shall he be judged subject to this evil 
when a filthy humour at every moment cleaveth to his flesh and 
gathereth there. If he who suffereth this disease be healed, he 
shall number seven days after his cleansing and having washed 
his clothes and all his body in living water he shall be clean.” 
It is probable that this is the first mention of venereal infection in 
the Bible. 


LABOUR. 

Considering the family character of the Biblical narrative, it 
is perhaps surprising that there are not more accounts of abnormal 
parturition. A possible explanation of this fact may be that, with 
a healthy population and healthy diet, difficult labour did not 
occur very often. There are, however, references to traumatic 
miscarriage and abortion in Ex. Ch. 21, v. 22, and Num. Ch, 12, 
Vi 4a, 

Labour was in the hands of midwives probably of the Sarah 
Gamp or Sage Femme type, who did little beyond ironing the 
vagina and giving kindly advice; though it is obvious from the 
reference (Job. Ch. 26, v. 13) ‘‘his obstetric hand brought forth 
the winding serpent,’’ that operative midwifery, probably version, 
was practised. 

In Ex. Ch. 1, v. 15, it is written ‘‘and the King of Egypt 
spoke to the midwives of the Hebrews, commanding them that, 
when they attended the Hebrew women and saw them on the 
birth-stool they were to kill the child if a male and let it live if a 
girl’? ; and when they did not obey him they answered the King’s 
enquiry by saying, ‘‘because the Hebrew women are not like 
the Egyptian women, they are brisk creatures and delivered before 
ever a midwife reaches them.’? The Revised Version translates 
this passage ‘‘the Hebrew women are skilful in the office of a 
midwife and are delivered before we come to them.’’—the 
““B.B.A.” (born before arrival) of the modern student. 

It is, however, pleasing to recognize that then, as now, a good 
midwife was treasured and flourished exceedingly, for one reads 
“God dealt well with the midwives and built them houses.”’ 

The meaning of the ‘“birth-stool’’ is of interest, for it would 
seem that postural treatment of labour cases was regularly 
practised by the Ancients. Indeed, the squatting position is that 
used to-day in the East for a hard labour, and there is no doubt 
of its efficacy as I have myself noted in right occipito posterior 
cases. The purchase given to the patient by her arms round her 
knees in the squatting position promotes flexion, rotation, and 
descent of the head, and this presumably is the meaning of Gen. 


Ch. 30, v. 3, “‘go in unto her that she may bear upon my knees,”’ 
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and Job Ch. 3, v. 12, ‘‘why received upon the knees ”’. For 
then, as now, among many primitive people the travailing mother 
was placed either squatting between the knees of the midwife, 
or in a kneeling position bending over her thighs. 

The birth-stool, or Kreisstuhl, as the Germans call it, can be 
seen in France and Germany to-day, just as it can be seen in 
parts of India, Japan and China, and it certainly has mechanical 
if not aesthetic advantages, 

In a work published in 1637 called ‘‘The Expert Midwife’ by 
James Rueff, we have an exposition of the use of this stool, which 
is of historical interest. ‘‘Let the stoole be made compassewise, 
under-propped with four feet, the stay of it behind bending 
backward, hollow in the midst, covered with a blacke cloth under- 
neath, hanging downe to the ground, by that means the labouring 
woman may be covered, and the other women sometimes apply 
their hands in any place, if necessity require. Let the stoole be 
furnished and covered with many cloths and clouts at the back 
and other parts, that the labouring woman receive no hurt of the 
infant anywhere, strongly kicking and striving because of the 
pains, stirrings and motions of the mother. After the labouring 
woman be placed in her chaire about to be delivered, the midwife 
shall place one woman behind her back which may gently hold 
the labouring woman, taking her by both the arms, and if need 
be, the pains waxing grievous may stroke and presse downe the 
wombe, and may somewhat drive and depress the infant 
downwards. But let her place other two by her sides which may 
both, with good words, encourage and comfort the labouring 
woman, and also be ready to helpe and put to their hand at any 
time. This being done, let the midwife herself sit stooping 
forward before the labouring woman and let her anoint her own 
hands and the womb of the labouring woman with oile of lillies 
of sweet almonds and the grease of a hen mingled and tempered 
together. For to do this doth profit and help them very much 
which are gross and fat and them whose secret parts are strict and 
narrow, and likewise them who have the mouth of the matrix dry, 
and such women as are in labour with their first child.’’ From 
this description we may picture the use of the birth-stool in the 
days of Moses. 

The first record of a midwife attendance is in Gen. Ch, 38, v. 
27, and is of great interest, for it represents classical treatment, 
and is the first published case of spontaneous evolution with live 
uniovular twins and ruptured amniotic sac, or sacs, which 
according to Whitridge Williams, is very rare, only 44 cases 
being on record. It is interesting to note that Viardel in the 17th 
Century first observed this and stated that, when twins were of 
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the same sex they were usually enclosed in a single amnion, 
whereas twins of different sexes were separated by a_ partition 
wall; he expressed the belief that Providence took this means of 
guarding their morals in ulero ! 

The passage in the Bible referred to above, runs ‘‘Thamar 
appeared to have a big belly,and when she was ready to be 
brought to bed there appeared twins in her womb, and, in the 
very delivery of the infants, one put forth a hand whereon the 
midwife tied a scarlet thread, saying, this shall come forth the 
first; but he, drawing back his hand, the other came forth, and 
the woman said why is the partition divided for three, and there- 
fore called his name Phares, afterwards his brother came out on 
whose hand was the scarlet thread, and she called his name Zara.”’ 
This case is of additional interest for it might appear from another 
interpretation of the text that this is the first recorded case of 
complete rupture of the perineum, and as there is no further 
mention of Thamar it is probable she died of puerperal sepsis. 

There is only one other reference to twin labour and it gives 
one food for thought. It is in Gen, Ch. 25, v. 21-26, ‘‘and Isaac 
besought the Lord for his wife because. she was barren, and He 
heard him and made Rebecca to conceive, and the children 
struggled in her womb and she said, ‘‘If it were to be so with me 
what need is there to conceive.’” The meaning of this is, that 
miscarriage or premature labour threatened, for obviously it was 
recognized that tumultuous movements of the foetus with or 
without a “big belly’? frequently anticipated premature labour 
or death of the foetus. ‘‘And she went to consult the Lord and 
when her time was come to be delivered, behold twins were in her 
womb, he that came forth first was red and hairy like a garment 
and his name was called Esau, and immediately the other coming 
forth held his brother’s foot in his hand and therefore he was 
called Jacob.”’ One may therefore presume from this that the 
children were uniovular twins, somewhat premature, and not of 
great size seeing that Rebecca was a primipara and had been 
married some time. 

I have often wondered if Esau was a freak of atavism, but in 
the light of modern endocrinology | am inclined to think that here 
we have the first traditional examples of hyper- and hypo- 
adrenalism ; for we read that ‘‘Esau became a mighty hunter and 
aman of the field,’’ whereas ‘‘Jacob was a smooth man and dwelt 
in tents,’’ what in the East to-day would be called a Babu. 

In I] Kings, Ch. 19, v. 3, it is obvious that uterine inertia was 
recognized as of grave omen to the women in labour, for one 
reads **This day is a day of tribulation and of rebuke, the children 
are come to the birth and the woman in travail had not strength ;”’ 


x9 
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and again in Jer. Ch. 15, v. 9, “‘she hath borne seven, is become 
weak and her soul hath fainted away.” 

In Gen. Ch. 35, v. 16, we have the tragic account of the death 
of Rachael. ‘And Jacob moved on in the springtime, and was 
still some distance from Ephrath when Rachael felt the pains of 
childbirth, she had hard labour, but in the midst of her hard 
labour, the midwife said unto her, * Fear not, you are going to 
have another son,’ and when her soul was departing for pain, 
and death was now at hand, she called the name of her son Benoni 
—the son of my pain.’’ One wonders much what her death was 
due to, for assuredly it must have been a bitter blow to Jacob after 
his long wait for Rachael. It is, 1 think, obvious that the 
presentation was normal, but the fact that labour came on while 
‘on trek,’’ suggests prematurity, for the ‘‘chosen 
people’? do not travel during the tenth lunar month. Possibly 
placenta previa, morbus cordis, or toxeemia of pregnancy caused 
the unexpected onset of labour; but if eclamptic convulsions had 
occurred they would have been mentioned. It is not improbable 
that a fibroid tumour of the uterus with pregnancy may have been 
the cause, for in Gen, Ch. 31, v. 35, the text suggests that Rachael 
suffered from old standing dysmenorrhoea and menorrhagia; for 
Rachael states ‘let not my lord be angry with me that I cannot 
rise up before him, because it has now happened to me according 
to the custom of women.”’ 

In | Samuel, Ch. 4, v. 19, there is a wonderful clinical picture 
of precipitate labour, associated with cardiac shock and _ fatal 
syncope, the result of sudden emptying of a big uterus; ‘‘And 
the wife of Phinehas was big with child, and near her time, and 
hearing the news that the Ark of God was taken and her father-in- 
law and her husband were dead, she bowed herself and fell in 
labour, for her pains came upon her on a sudden, and when she 
was on the point of death they that stood about her, said to her, 


they were 


‘fear not for thou hast borne a son,’ but she answered them not nor 
gave heed to them.” This wonderfully graphic description cannot 
fail to appeal to any obstetrician who has seen a case of cardiac 
shock, colossal post-partum haemorrhage, or acute inversion of the 
uterus. 

There is a curiously ‘sinister and graphic description in Num. 
Ch. 5, v. 21, which can be interpreted in various ways, but I think 
the probabilities are in favour of general peritonitis, or acute 
hydramnios, for it is written, “if thou hast gone aside from thy 
husband and art defiled, the Lord make thee accursed, and an 
example for all among His people. May Tle make thy thigh to 
rot, and may thy belly swell and burst asunder. Let the cursed 
waters enter into thy belly, and may thy womb swell.”’ 
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In Job Ch, 38, v. 8, we find a picturesque description of sudden 
rupture of the membranes, which will remind many students of 
their days on the district. The passage runs, *‘who shut up the sea 
with doors when it broke forth as issuing out of the womb.” 

Finally, it is interesting to note that there are no references 
to the pangs of childbirth being pleasurable, or easy. Among 
other quotations we have that of Gen. Ch. 3, v. 16, ** | will make 
childbirth a sore pain for you, you shall have pangs in bearing, 
yet you shall crave to have your husband and he shall master 
you.”’ 

Women of Great Britain have to thank Queen Victoria who 
was the first to popularize the use of anesthetics during childbirth 
and it cannot fail to be a matter of pride that the original chemical 
discovery of chloroform, (though it was first used by Sir James 
Simpson) was a member of this learned Society and lived here. 
| refer, of course, to David Woldie whose honoured bust is 
in your Hall. 


PUERPERIUM. 

It is curious to note that beyond the immediate death of 
Rachael, and the wife of Phinehas, and presumably Thamar, there 
are no references to anything that would indicate puerperal sepsis, 
although, as I have previously pointed out, the ‘‘obstetric hand” 
of Job, Ch. 26, v. 13, would appear to suggest recognition of 
operative or manipulative midwifery. 

Perhaps it was of such that it is written in Ecclesiasticus 
‘‘Honour the physician for the need thou hast of him, for the Most 
High hath created him. The skill of the physician shall lift up 
his head, and in the sight of great men he shall be praised.’’ It 
is not impossible, however, that the son of Sirach inferred the 
meddlesome midwife when he wrote the bathos, ‘‘He that sinneth 
in the sight of his Maker shall fall into the hands of the physician.” 
But all the same, worthy or unworthy, a physician was entitled to 
his expenses or fees! vide Ex. Ch. 21, v. 19. 

In the case of a male birth the puerperium lasted 33 days and 
coitus was forbidden before that date. In the case of a female 
child 66 days had to elapse before purification or coitus. No 
adequate explanation for this differentiation can be put forward. 


GYN &COLOGY. 
There are not many references to Gynecology, though there 


are very exact rules, regulations, and medico-legal enactments as 


regards rape, incest, consanguineous marriages and prostitution, 
One of the earliest and most characteristic stories of rape is in 
Gen. Ch. 34, with tts tragically amusing sequel in verse 25, for 
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this is the first reference to minor clinical surgery in the Bible; 
‘The men of Shechem had consented to be circumcised in order 
to legalise the marriage of their chief, to Dinah, whom he greatly 
loving had ravished’’: and it is written ‘‘The circumcision was 
done on all the men, and behold the third day when the pain of 
the wound was greatest, the sons of Jacob entered boldly into the 
city and slew them.”’ 

Apart from the tragic side of the vengeance, this incident is 
of great gynecological and sociological importance, for it creates 
a new point of view as regards women in ancient times. Through- 
out the world up till then, the neolithic idea of women, as so much 
property, existed; and compensation for injury to such property 
was all that was demanded. Here, however, we find that the idea 
of purity has entered the Hebrew mind, and a law is made 
imposing the death penalty for infidelity in marriage or for the 
seduction of an afhanced girl. Moreover, the penalty of marriage 
is created, for a man, seducing an afhanced girl, is compelled to 
pay her price and to take her for wife. From this we must assume 
that here we see the dawn of emancipation for women, for up till 
then, they were steeped in an inferiority complex. 

In the days of the Patriarchs a woman did not exist until she 
was married, and even then we have the instance of the wife of 
Joakim carrying the load of inferiority which was hers as a girl, 
though she was innocent of the charge of infidelity made against 
her. 

The story of Judith and Holofernes indicates, perhaps, the 
degree of emancipation reached; and for those who are students 
of Schopenhauer, Otto Weiniger, or Ludovici, it will not come 
as a surprise that 2500 vears ago there was shown for women a 
great contempt as well as a great respect. We find Ecclesiasticus 
urging ‘‘man not to be jealous of his wife but to keep his soul from 
her.’ ‘‘He is to beware of a woman who sings, he is to turn away 
his eyes from a beautiful woman, because beauty is a snare. He 
is not to look upon another man’s wife. He is to fear wine and 
woman, for a woman is either a reward or a punishment.”’ 

The sin of Onan (Gen, Ch. 38, v. 10,) would appear to fore- 
shadow one of the present modes of birth control, and to indicate 
‘“withdrawal.’’ There is nothing in any of the texts to suggest that 
masturbation is inferred. It is obvious that such a method was 
considered an abomination, and was looked upon as unhealthy,— 
as indeed it is for both parties. Moreover, up to the present day 
this and all such methods are taboo among orthodox Jews, 
wherefore they multiply. 

Lastly, there is the well-known incident in St. Mark Ch. 5, v. 
25, Which is so invariably quoted by Christian Scientists: ‘‘And a 
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woman who was under an issue of blood 12 years, and had 
suffered many things from many physicians, and had spent all 
that she had, and was nothing the better but rather the worse, 
when she heard of Jesus, came in the crowd behind Him and 
touched His garment, for she said, if I shall touch but His garment 
I shall be whole. And forthwith the fountain of her blood was 
dried up and she felt in her body that she was healed of the evil. 
And He said to her, ‘ Daughter, thy faith hath made thee whole, 
go in peace and be thou whole of thy disease.’ ”’ 


“Well ordered words are as the honeycomb, 
sweet to the soul, and health to the bones, 
and good instruction shall give grace.” 
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Obituary. 


ALBAN HENRY GRIFFITH DORAN, F.R.C.S. 


Consulting Surgeon to the Samaritan Free Hospital. 


We have to record the death of the first editor of our Journal, 
Alban Henry Griffith Doran, F.R.C.S., well-known to a former 
generation, and a pioneer in Gynecological Pathology. Doran 
was the only son of Dr. Doran, F.S.A. a distinguished antiquary, 
and was born in 1849. 

From his father he inherited an unusual aptitude for the 
assimilation of knowledge of all kinds, with a special taste for 
high-class literature. He was an encyclopedia, and his infor- 
mation was not only wide but accurate. He was a good French 
scholar and spoke the language well, although he learnt it in 
London and not in France. 

His medical education was gained at St. Bartholomew’s 
Hospital, where, after holding house appointments and winning 
many prizes, he held the post of assistant demonstrator of 
anatomy for a year, 

Ile became assistant surgeon to the Samaritan Hospital in 
1877, his senior colleagues being Sir Spencer Wells and 
Mr. Knowsley Thornton. At this time the Samaritan Hospital, 
with the reputation of Spencer Wells as the leading English 
ovariotomist, was high, and Doran made excellent use of the 
plentiful pathological material furnished by it at a time when 
pathological investigation was far less advanced than at present. 
His pathological work was always sound. learned and accurate, 
and [| do not remember an instance of a scientific statement of 
his being proved incorrect. 

Doran for many years worked at the Royal College of 
Surgeons as anatomical assistant under Sir William Flower, and 
also helped Sir James Paget and Sir James Goodhart to form a 
pathological catalogue of its museum; and later on, and until the 
end of his life, his time was devoted to the compilation of a 
catalogue of surgical instruments belonging to the College, with 
learned and accurate references and comments, a mine of infor- 
mation on the subject, 


Doran was a really remarkable man, overflowing with many- 
sided information, always accurate; the possessor of a wonderful 
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memory, a pioneer in gynecological pathology, whose work 
received recognition not only in his own country, but abroad. 

His ambition was to become a surgeon in large gynecological 
practice, but in this he did not succeed. This was due to the 
fact that the learned and accurate liltérateur was endowed with a 
personality which was somewhat different from that expected by 
those who knew him only on paper, and by the fact that he had 
no surgical hands. 

He was a kind and constant friend, both to his relations and 
to his confreres. He was an incessant talker (not only in friendly 
conversation but during operations), but | never knew a man 
who talked so much about others speak unkindly of so few. 
Even his criticisms were so humorous that they lost their sting. 

If Doran had his time over again he might, with advantage, 
devote his life to the Library and the Museum, which brought out 
all his strong points (and indeed in this sphere he had no weak 
ones), and leave the practice of his profession to those who were 
destitute of the fine accomplishments which he possessed, but 
which do not necessarily lead to success in practice. 

The writer was his friend for more‘than half a century and 
knew him well in every side of his work and character. He will 
never see his like again, nor meet a more generous and kind- 
hearted man, 

As the first editor of our Journal we are indebted to him for 
a very valuable start, at a time when it had not yet won the 
position which it has now gained. Peace be to his Ashes! 


FRANCIS CHAMPNEYS. 


Alban Doran, in spite of his oddities and whimsicalities, was 
a delightful companion and an amusing man, 
with him began when I was engaged in 
Zoo, and it soon ripened into friendship. Professor Flower was 
at that time President of the Zoological Society as well as Conser- 
vator of the Museum of the Royal College of Surgeons. When 
a very rare animal died in the Gardens it was sent to the College 
for dissection under the supervision of Flower, where my interest 
in anatomy and pathology induced me to follow it. This 
brought me in contact with Professor Flower, Alban Doran, and 
that exquisite dissector, William Pearson 


My acquaintance 
the Prosectorium at the 


a trio capable of 
inspiring a love for comparative anatomy in an earnest medical 
student. 


Doran’s first adventure in this field was instigated by Flower. 
About 1874, the College of Surgeons acquired a collection of 
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auditory ossicles from Max Hiibrich of Munich, and the Con- 
servator suggested that Doran should arrange, mount, and 
describe them. Doran sent a preliminary paper on this subject 
to the Royal Society, in 1876, and subsequently, a comprehensive 
monograph entitled The Morphology of the Mammalian Ossicula 
Auditus to Trans. Linnean Society, 1876. This work fills 127 
quarto pages, with five sheets of figures, representing the ossicles, 
exquisitely liihographed by Charles Berjeau.§ The collection 
contains exampics from ali orders of mammals from the Duck- 
billed Platypus to the South African Bushman. Doran was able 
to make the collection complete by extracting the auditory ossicles 
from the fine collection of mammalian skulls in the Hunterian 
Museum, with the Conservator’s consent. 

The veteran anatomist, Joseph Hyrtl, in a letter to Doran, in 
1878 describes his Monograph as a model of anatomical industry, 
exactness, and learning. A note is added to Hyrtl’s letter, “‘] am 
almost blind, this will excuse the laconical form of my letter.’’ 
The pathos of this note! Fifty years later Doran himself lay 
almost blind and dying in St. Bartholomew’s Hospital—his old 
medical school. 

Hyrtl was a competent judge of the value of Doran’s work 
for he had written an elaborate monograph on the Internal Ear 
of Mammals, in 1845, when he was Professor of Anatomy at 
?>rague. It contains admirable plates of the malleus, incus, and 
stapes and an account of malformed stapes in human ‘‘monsters.”’ 

It is sad that in the space of a year, death with his all-embracing 
arms, robbed me of three friends—Doran, Charles Berjeau the 
draughtsman, and Butterworth the engraver. 

Charles Berjeau with skilful pencil, 
Sketch’d my figures—life-like they stood ; 
Frank Butterworth with his burin, 
Engrav’d them deftly on the wood. 


i have dwelt on Doran’s meticulous attention to the ossicles 
because it is characteristic of all his work. At the Samaritan 
Hfospital he was associated with Spencer Wells, Knowsley 
Thornton, and Bantock. He thus obtained plenty of material for 
studying intimately cystic and solid tumours of the female pelvic 
organs. As a consequence Doran enriched the College Museum 
with admirable specimens, especially dermoids, cystic and solid 
tumours of the ovary, and the uterine tumours removed by Sir 
Spencer Wells. These he catalogued under the critical eye of 
Sir James Paget. 


When Lawson Tait startled older obstetric physicians in 
London by his pioneer work on the operative treatment of chronic 
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septic diseases of the Fallopian tubes, Doran turned his attention 
to this matter with the same concentration as he devoted to the 
auditory ossicles. The outcome was an increase in accurate know- 
ledge and the preservation of demonstrative specimens illustrating 
malformations of the tube, inflammatory occlusion of its 
abdominal ostium, and finally, convincing evidence that these 
conduits are liable to malignant disease. The fact that many 
examples of tubal cancer are due to implantation of cancer cells, 
derived from primary cancer in some part of the gastro-intestinal 
tract, does not detract from the merit of Doran’s observations. 

Concerning Doran’s activity and deep interest in the patholog 
of what is euphemistically called the pathology of the ‘‘uterus and 
its appendages,’’ the Transactions of the Obstetrical Society, and 
the early volumes of this Journal, contain abundant evidence. 
All his friends appreciated his learning and literary ability. He 
was also interested in human teratology. 

In 1887 he published Gynecological Operations, a book of 
moderate size, based on his experiences with the Surgeons of the 
Samaritan Hospital. At that date he had assisted at nearly 1000 
abdominal operations. The chief interest of the book is the 
insight it gives of his critical care in regard to the orthography 
of gynzcological terms, and the names of the instruments. He 
did this with the help of Hyrtl’s well-known Onomatologia 
Anatomica, This knowledge became extremely useful later. After 
leaving the Samaritan Hospital he undertook to prepare the 
catalogue of a large collection of obstetric instruments which the 
Royal College of Surgeons received from the Obstetrical Society 
on its amalgamation with the Royal Society of Medicine. Much 
of this work was accomplished during the period I served on the 
Museum Committee, and as President of the College. Doran 
worked steadily at the catalogue for nearly 15 years. The task 
was approaching completion when failing health and fading vision 
caused him to desist. 

In thinking over his working life I can picture my friend, 
muttering in a way peculiar to him, and moralizing in the style 
of Horace, the familiar phase Non omnis moriar, 


B.-S. 


I welcome the suggestion to say a few words in respectful 
remembrance of my old friend and former colleague Alban Doran. 
From the time that I joined the Samaritan Hospital in 1897 until 
Mr. Doran’s retirement in 1909 we were intimately associated in 
the work of the above institution, for it became his practice to 
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send to my house twice weekly, the routine material obtained 
from his operations, together with his personal notes of such 
clinical and operative details as he thought would be helpful in 
pathological investigation. Thus was built up a very valuable 
museum of gynzcological specimens and it is impossible 
adequately to express the debt I owe to Mr. Doran for the privi- 
lege of being allowed to co-operate with him and studying at 
close quarters the critical acumen and painstaking observation in 
minute detail which have helped to make his name famous among 
men of science. 

As a companion on a country ramble, Doran was inimitable ; 
his love for everything living in the animal and vegetable worlds 
was a passion; and the limit of his knowledge of insects, fishes, and 
plants was past finding out. By nature he was gentle and affect- 
ionate, my own children loved him, and he never failed to send 
them a Christmas greeting. He was a general favourite with the 
hospital personnel, and the manner of his morning greeting to the 
Hall-porter was the last word in old-world courtesy. 

The world knows of Mr. Alban Doran as a man of science 
‘‘near akin to a genius.’’ His intimate friends, who learned to 
appreciate his gentle courteous nature, will remember him as a 
man devoid of all uncharitableness and in whom there was no 
guile, 

CUTHBERT LOCKYER. 


Alban Doran was by some years my senior at St. Bartholo- 
mew’s Hospital, and held the post of Junior Demonstrator of 
Anatomy when | entered that institution, and from that time 
began a friendship which has lasted for more than fifty years. 

Mr. Doran’s works on pathology and in particular that portion 
relating to the ovaries and Fallopian tubes made him an authority, 
much belauded by French and German professors, and gained him 
the esteem and respect of his colleagues at the Samaritan Free 
Hospital. [I do not think it was generally known that Doran 
wrote the pathological parts of Spencer Wells’ books. It 
was my good fortune to assist him in his operations for close on 
20 years at the Samaritan Free Hospital for Women. 

If Mr. Doran had confined his work to pathology he would 
undoubtedly have been placed in the first rank of pathological 
authorities. As a lecturer and teacher he was brilliant—but as 
an operative surgeon he just failed to reach the height of his 
ambition. Many of us fail to see what would be best for us in 
the future and so have missed what others have achieved. How- 
ever, Alban Doran will always be remembered as a_ scientific 
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worker and | doubt if many members of our profession have 
published so many papers which will serve as classics for many 
years to come. ] 

As a raconteur, Doran was unsurpassed, and his stories were 
clear, amusing, and to the point, 

The medical profession has lost a great teacher, and his 
friends, a boon companion. 

A.C. BUTLER-SMYTHE. 


I first knew Doran, whose loss will be felt by many of us, in 
18ygg, when he was President of the Obstetrical Society of 
London, before he had become ‘Old Doran’’ or ‘*Dear Cld 
Doran.’ The things that struck me most about him were his 
geniality, his kind and encouraging treatment of junior feliows 
in whom he took a most kindly interest, and his keenness in 
doing his job thoroughly. He was able to talk well from the 
Chair, on any specimen shown or short communication or paper 
read, even when the subject was one in which he had but little 
personal interest, a proof that he had taken the trouble to look 
up the literature of any subject that was coming up for discussion, 
During the last few vears the pleasure of a visit to the Royal 
College of Surgeons was always enhanced by the chance of a 
chat with Doran, who remembered old friends and liked to hear 
about their doings. 


Alban Doran always took the greatest interest in the Journal. 
The last two letters I received from him have reference thereto 
One, in answer to mine acknowledging a letter of his in 
which he enquired whether IT knew any one who would like to 
have a complete set of the Journal to-date. ‘Unfortunately 
it is too late for me to hand over the bound volumes of 
the Journal. | had to leave my flat, so the back volumes of my 
medical works were sold for a song. | wish you had been 
in England. | have been obliged to put myself under the care 
of a nurse who gets me up and puts me to bed sic lransil gloria 
mundi.’” The other had reference to an article he always wanted 
to write for the Journal. ‘tT have grown old and feeble, | must 
consider how | can put together a note on the Surgery of the 
Samaritan Hospital, as | saw it in 1877, for perhaps | may make 
something instructive out of such a subject. | am very pleased 
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to see how well the Journal of Obstetrics is progressing. The last 
number included some capital articles. It must be a great satis- 
faction to you that there are so many young members ready to 
write papers with good scientific matter.”’ 

The funeral service for Mr. Alban Doran took place at Kensal 
Rise on August 26th. In addition to the family mourners, there 
were present: Dr. Butler-Smyth; Dr. Garson, one time anatomi- 
cal assistant at the Roval College of Surgeons with Mr. Doran; 
Mr. Burne, physiological curator at the Royal College of Sur- 
geons; Mr. Doran’s medical attendant for many years, Dr. Richard 
W. Lloyd, and his brother Dr, F. G. Lloyd, and the Editor. 
In addition to wreaths from the family and personal friends, 
others were sent by Mr. Cowell, Secretary of the Royal College 
of Surgeons, the Officers and Staff of the Royal College of 
Surgeons, the Sister and Nurses of the Ophthalmic Ward of St. 
Bartholomew's Hospital, Dr. Cuthbert Lockyer, and one “In 
affectionate memory of their first Editor from the Directors of the 
Journal of Obstetrics and Gynecology of the British Empire.” 


THE Epiror. 





BOOK REVIEWS. 


“The Queen Charlotte’s Practice of Obstetrics” by the following members 
of the Staff of the Hospital :—J. Bricut Banister, M.D., F.R.C.S.; 
ALECK W. BouRNE, M.B., F.R.C.S., TREVor B. Davies, M.D., 
F.UR:€.S:; a CARNA@ REVETY, MC: F-R-C.S.> E.G. Parpaes: NES. 
F.R.C.S; C. S. Lang Roperts, M.S., F.R.C.S. London; J. and A. 
Churchill, 1927 Med. 8vo, pp. viii+629; 270 figures, 4 plates. 18/- net. 

The title of this latest addition to British obstetric literature would 
appear to imply that the raison d’étre of the volume is to provide an 
account, and perhaps a vindication, of those methods which experience 
and institutional tradition have evolved from the wnarivalle} clinical 
material provided bv the hospital during the 188 years of its existence. 
In this respect, the title is, perhaps, a little misleading, for although 
frequent reference is made to the Queen Charlotte figures, rather than to 
general statistics, too little opportunity is taken to impress the stamp of 
authority which an exposition of the ‘Practice’ of a hospital demands. 

As a text-book on conventional lines embodying all that is best of 
current obstetric teaching the present book is unquestionably good, and 
the lack of authority is probably accounted for by the composite authorship. 

During the last few years there has been a growing tendency to adopt 
the “team principle” in the production of standard medical text-books. 
There are undoubted advantages in the method, foremost of which is the 
broad outlook which the principle entails. The frank discussion and 
criticism among members of the Editorial Committee during the compila- 
tion of a composite text-book such as the one under review prohibit the 
inclusion of any material that is debatable, or which savours of personal 
idiosyncracy. On the other hand, ‘‘team” authorship has its disabilities. 
Unless the several writers are willing entirely to sink their individuality, 
which is unthinkable, the resultant volume is liable either to present 
opposing views, or to have the material so watered down by the editor 
that the reader is rather at a loss to know what exactly is meant. An 
example from the volume under review will make this point clear. 

In the section dealing with the position of the patient during 
application of the forceps we find the following statements.““The patient 
should be lying in the left lateral position in this position there is least 
disturbance to the patient, and there is great advantage in point of delivery ; 
in addition it allows the application of the blades and traction quite as well 
as, if not better than, does the dorsal position.”’? Two pages further on the 
following words occur: “If, however, the case is expected to be a difficult 
one, then the dorsal lithotomy posture has many advantages. TH the 
operator carries a lithotomy crutch, it is of great assistance”’ 

Again, in the matter of anesthesia during the operation of Ccesarean 
section, it is said that “the choice of anwsthetie should always be left 
to the judgment of the anwsthetist. To demand a pure ether anesthesia 
from an anesthetist who habitually administers chloroform is courting 
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trouble.”” On the other hand, in the chapter dealing with ‘Anesthetics 
in Labour’? and under the section ‘Anesthesia for Caesarean Section” 
the following statement is made: “We believe that chloroform is the 
correct drug with which to induce anesthesia for Cresarean section, but 
we hold that ether should be substituted directly the uterus is opened.’’ 

The authors of the “Queen Charlotte’s Practice’? are all on the staffs 
of other hospitals and it would be inconceivable for a few such divergent 
expressions of opinion not to creep in. The member of the Queen 
Charlotte’s staff who has acted as temporary ‘‘Master,’? so to speak, and 
made himself responsible for the general arrangement and editorship is 
indeed to be congratulated upon the manner in which he has been able 
to weld his material into such a harmonious whole. 


The volume follows the usual arrangement of Obstetric text-books. It 
is divided into ten main sections, preceded by a brief “foreword” giving 
a short historical survey of Queen Charlotte’s Hospital from its foundation 
in 1739 to the supplementary Charter of 1924, authorizing the change of 
name to Queen Charlotte’s Maternity Hospital. The opening chapter, 
dealing with the development of the ovum and feetus, is from the pen of 
Professor Frazer. It provides a lucid account of the subject, somewhat 
brief it is true, but entirely adequate as a fitting introduction to an 
obstetric text-book. A note on comparative embryology, with reference 
to placentation in other vertebrate types, is interesting and forms a 
welcome innovation. The author has little to say about the decidua and 
is apparently of the opinion that the “formation of the decidual cells are 
to be referred to absorption of some chemical product of the trophoblast.” 
This is hardly in accordance with recent experimental work on the subject. 

Anatomical considerations of the bony pelvis, the soft parts and the 
foetus have a chapter to themselves, as also has the physiology of pregnancy. 
The latter is inadequate and may with advantage be extended when the 
next edition is published. Although the book is in no sense intended to 
be an encyclopedia of obstetrics, as is made quite clear in the preface, 
it is obviously written for the use of students. Unless a student supple- 
ments his knowledge very considerably he would, we think, have a very 
vague conception of the importance of the effect of pregnancy upon the 
maternal organism from the brief summary provided in the paragraph on 
“‘veneral metabolism.” It is true that metabolic problems are discussed 
in greater detail in the chapters devoted to vomiting in pregnancy, albumi- 
nuria and eclampsia, and perhaps this is the reason for the very liberal 
pruning that has occurred in the chapter devoted to the pure physiology 
of the pregnant state. By the bye, the reference in the same chapter to 
Fig. 34, p. 38, should surely be p. 68. 

The section dealing with ante-natal care and management of pregnancy 
is good without being prolix. The advantages and objects of a routine 
exainination at about the 36th week are clearly and explicitly laid down. 
With regard to the relation of the foetal head to the brim of the pelvis, 
importance is rightly laid upon the fact that the foetal head is the best 
pelvimeter . It is interesting to note that in a series of cases of pelvic con- 
traction investigated at Queen Charlotte’s ‘‘the foetal mortality in cases seen 
before labour was 12 per cent. as contrasted with 52 per cent. foetal mortality 
in cases in which no ante-natal observations had been carried out.” 
Similarly with eclampsia, the authors state “with every confidence’ that 
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8o per cent. of the deaths from eclampsia are preventable by proper ante- 
natal supervision. Vaginal examination during pregnancy is disposed of 
in a very few lines and apparently the writer of this section only wears 
gloves for investigation during the last four weeks of pregnancy. 

A very useful and informative chapter is the one dealing with 
hemorrhage in early pregnancy. Particularly are we impressed with the 
account of abortion, a clear distinction being made between the clinical 
varieties, followed by an excellent exposition of treatment based on the 
same classification. 

Irrigation of the uterus at two-hourly intervals with ‘‘Milton Fluid”’ 
10 per cent, or “‘Eusol,” with drainage, is advocated as being the surest 
and quickest means of clearing up local uterine infection resulting from 
an infected ovum. 

The subject of nausea and vomiting associated with pregnancy has 
evidently caused the authors the usual difficulties in differentiating between 
the “neurotic” and the ‘‘toxeemic”’ types. Apparently the Queen Charlotte 
practice is to regard vomiting during the early months of gestation as 
being probably “neurotic”? in origin, and in the later months as being 
generally ‘“toxcemic.’? Heematemesis, albuminuria, emaciation, jaundice, 
pyrexia and mental disturbance are regarded as immediate indications 
for abortion , and stress is very rightly laid upon the danger of withholding 
induction of abortion in the presence of true toxcemic vomiting. 

The chapter on eclampsia is also deserving of special comment, a clear 
account being given of general symptoms commonly regarded as being 
due to endogenous toxeemia. The clinical facts indicating the severity of 
the toxemia are well defined, although we confess that we do not quite 
understand the percentages. For example: when discussing the relative 
value of ‘drowsiness’ ‘“‘coma’”? and “deep coma” in influencing the 
mortality rate, the percentage table adds up to 89.2 only. Where are the 
other figures ? A similar criticism may be levelled at other tables that 
are submitted. 

With regard to treatment there is a careful exposition of the Queen 
Charlotte routine both before and after the onset of fits. We should like, 
however, to see as clear a statement of the results of the Queen Charlotte 
method, for in the section discussing prognosis and the effects of treatment, 
the figures are taken as a whole from the ‘Report of the London Committee 
on Eclampsia” (1922). This report, as is well known, is based upon 
figures supplied from various sources and does not record the results of 
treatment by any one school. 

Another chapter that makes a special appeal is one devoted to disorders 
associated with pregnancy. Under this heading, cardiac disease, tuber- 
culosis, influenza, gonorrhoea, glycosuria and other pathological states 
are fully considered. The section dealing with cardiac lesions complicating 
pregnancy is particularly good, and statistics are given showing details 
of 16 out of 25 fatal cases from a total of 125 patients admitted for this 
complication during a period of ten years. 

The physiology and mechanism of normal labour are discussed on 
conventional lines. The authors are evidently not very satisfied with the 
theories propounded to explain the causation of internal rotation of the 
foetal head and apparently lean to the one based on tonicity of the 
levatores ani as being the least objectionable. When describing expulsion 
of the placenta we find the statement that “the retracted upper segment 
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rides on top of the distended lower segment, and the level of the fundus 
rises to the umbilicus or above.’’ Personally, we cannot see why the 
retracted segment should rise because it is on the top of the stretched 
seginent. It would seem to imply that the latter gets more stretched after 
the placenta is expelled! 

The management of normal labour is well described and the rather 
didactic attitude adopted during the exposition of the conduct of the various 
stages undoubtedly has its advantages. The rules for prevention of 
perineal rupture should be found useful by many students and midwives. 
The section dealing with abnormal labour opens with a chapter on the 
causes of simple delay. It is practical and useful but the nomenclature 
employed, with reference to ‘“‘weak pains,’’? will, we think, prove very 
confusing to the students. As matters stand at present it appears as though 
the term ‘‘Uterine Inertia,’ as such, is limited to the first stage of labour. 
Should inertia be present during the second stage it is designated by the 
term ‘Secondary Uterine Inertia.””’ The authors, themselves, are evidently 
not satisfied with the terminology and suggest that the term ‘Uterine 
Exhaustion” is preferable. Quite so, but why confuse the student in the 
first place by introducing the words “Primary Inertia,” a very bad term 
now largely discarded and replaced by the correct one of ‘‘Sluggish Uterus.” 

In the chapter on malpresentations, the authors have some interesting 
things to say with regard to occipito-posterior positions. They are of 
opinion that the abolition of difficulties by manipulation and so forth before 
labour begins is not within the sphere of practical obstetrics. Such 
manipulations are ‘doomed to failure and only cause needless discomfort.’’ 
With regard to impacted occipito-posterior positions at the pelvic brim, 
when attempts to rotate manually have failed, application of the forceps 
with an antero-posterior grip and traction to the pelvic cavity is advocated. 
The forceps is removed, the head is rotated manually and the forceps 
is re-applied for delivery. It is not stated whether Kjelland’s instrument 
is used for antero-posterior application, but from statements which are 
made subsequently in the volume, it is evident that these forceps have not 
yet found favour at Queen Charlotte’s. 

Contracted pelvis is disposed of in fifteen pages, eight of which are 
devoted to a discussion of the management of labour with this compli- 
cation. This latter section is excellent reading and the place of the 
“trial labour,’ ‘induction,’? and Czesarean section are all adequately 
considered. There is, however, room for improvement in the rather 
abbreviated account of the pathology and mechanism of the various types 
cf contracted pelvis. One or two points, perhaps, call for special mention. 
Most authorities do not account rickets as a cause of the small round 
pelvis, a point which the writer of the chapter does not make clear. (vide 
p. 314). Again, on p. 313, Fig. 147 illustrates the “Split Pelvis” as 
Robert’s Pelvis,” which is incorrect. The “funnel-shaped” pelvis does not 
appear to have caused much trouble at Queen Charlotte’s, for statistics show 
that it has only produced difficulty during delivery in about one per cent. 
of all types of contraction. No mention is made of the “male type of 
pelvis”? as distinct from the above. This is, perhaps, one of the great 
“catches” in obstetrics, the cause of delay not being discovered until late 
in labour. We should like to see more attention rivetted 
masculine type of pelvis in Obstetric text-books. 

Apart from this criticism, the chapter is good and the post-graduate 
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especially will find much that is useful and practical from a careful 
perusal of its pages. 

Perhaps one of the best, if not the best, chapters in the book is that 
concerned with pyrexia in the puerperium. It provides a masterly 
summary of current views upon the pathology, investigation, and treat- 
ment of the conditions giving rise to this important symptom. The 
student who studies carefully the facts contained in this chapter cannot fail 
to grasp the fundamental principles underlying puerperal sepsis. Our 
only criticism is that perhaps at the end he may be a little bothered when 
faced with a clinical problem to know what actual method of treatment 
to adopt. The chapter omits very little as to what may be done, but perhaps 
does not give a very direct lead as to what should be done in a particular 
case. 

The subject of puerperal sepsis receives further consideration in a good 
chapter on maternal mortality in the last section of the book. This con- 
cluding section under the heading ‘‘Miscellaneous”’ constitutes a veritable 
obstetric pot pourri, including, as it does, chapters on such widely 
divergent subjects as reproductive insanity, pituitary extract in labour, 
anesthetics, X-rays in obstetrics, vaccination, maternal and _ feetal 
mortality. Much information, not usually included in obstetric text-books, 
is crowded into this final chapter and the section constitutes an excellent 
conclusion to an eminently practical and well thought-out volume which 
does credit to the famous school from which it emanates. 

When the next edition is in preparation a little more care may perhaps 
be expended with advantage on the details of proof reading. Also, is it 
too much to suggest that such verbal monstrosities as the words ‘Full- 
term,” “‘where” for “fin which” or ‘‘when’’ and “consistency of the uterus’ 
be eliminated from the ‘Practice of Queen Charlotte’s’’ ? 

Beckwith Whitehouse. 


‘‘Annual Report on Radium Treatment at University College Hospital’. 
By A. E. B. PauL, Harker-Smith Registrar. 

This report consists of a complete summary of results obtained at the 
hospital from 1921 until October 1926. Full clinical notes are given 
for those cases treated during the year November ist, 1925 to October 31st, 
1926. The majority of cases treated were of a gynecological nature but 
certain other cases are included in the report. 


98 cases of cancer of the cervix were treated up to October 31st, 1925, 


22 


33 of these were considered to be operable. 
The majority of cases were treated by the insertion of radium tubes 
into the cervix. The screens employed were .5 mm. of platinum in all cases, 
with 2 mm. of rubber in addition in a few cases. In three recent cases 
needles have been inserted into the parametrium. The results are as 
follows : 
62 inoperable cases were treated and only six are known to be alive. 
Three are free from recurrence, 25, 24 and 20 months after treatment, and 
three have recurrence 40, 17 and 16 months after treatment. In the 
majority of cases radium has given some symptomatic relief. 
11 operable cases were treated by radium alone, of these, seven are 
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free from recurrence from 43 to 12 months after: treatment, and one has 
recurreuce 47 months after treatment. 

22 cases were operated upon after radium treatment. Five cases are 
alive and well from 62 to 21 months after, and three have recurrence 
54, 53 and 18 months after operation. 

The average dosage appears to be about 3000 millegram-element hours. 

“18 cases of carcinoma of the body of the uterus have been treated, 
12 are dead and three alive without recurrence. 

Very good results are reported in cases of menopausal haemorrhage 
and essential menorrhagia, but the results of the treatment of fibroids are 
very variable. The dosage employed is about 2,500 millegram-element 
hours in menopausal hemorrhage and about 700 in cases of essential 
menorrhagia. 


ARNOLD WALKER. 


“Biologie und Pathologie des Weibes.”” By HAaLpan and SrIrz. 
Lieferung 16; Volume VII; pp. 1—364. 

This Lieferung contains articles on normal parturition by Sellheim and 
on multiple pregnancy by Engelhorn. The subject of normal parturition 
has naturally been given to Sellheim in viesw of his well known contributions 
to the study of the mechanism of labour. The article starts with a brief 
though admirable account of the clinical aspect of parturition. Then 
follows a description of certain malpresentations which, following the 
German school, differs considerably from that usually given in England. 
And then Sellheim becomes his real self: he talks of stresses and strains, 
applies mechanics and hydrostatics and becomes more and more involved 
in his treatment of the mechanism of labour, until one suspects that he may 
introduce either higher mathematics or at least some application of the 
relativity theory. But it will be admitted by all that the mechanics of the 
parturient uterus are far more intricate tuch the usual descriptions imply 
and a debt is owing to Sellheim for the novel ideas he has brought forward. 
Whether such details are of practical value is another matter but this may 
be said, their assimilation is not easy and one doubts if they are important. 
The onerous task of digesting the subject matter is relieved by some very 
beautiful illustrations. Engelhorn’s article, «nu the other hand, is a master- 
piece of lucidity and conciseness and we belic ve it to be the best account of 
multiple pregnancy on record. 


“Biologie und Pathologie des Weibes.’? HAtLBan and SEITz. 
Lieferung 21; Volume V; pp. 799-1094. Marks 15. 

This Lieferung contains an article on the clinical aspect of ovarian 
tumours by Mayer of Tiibingen, and an account of wounds and foreign 
bodies by Fiith of Cologne. Mayer’s article deals more than with 
the clinical side, for at the beginning an excellent account is given of the 
gross characters of ovarian tumours and the gaps which are noticeably 
lacking in Sternberg’s article are to some degree filled in. Particular 
mention must be made of the account of metastases of malignant ovarian 
tumours. It is a subject which is notoriously difficult and which is usually 
neglected, and Mayer has made a very valuable contribution on this aspect 
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of ovarian tumours. Ovarian dermoids are: considered in considerable 
detail. The complications of ovarian tumours are dealt with at great length, 
an extremely good account of torsion being given. The paragraphs on 
diagnosis and differential diagnosis include some special methods of 
doubtful value. A colossal list of references—60 pages of close print —is 
given at the end of the article. The authors’ names are arranged alpha- 
betically, but with such a valuable list one would think that space should 
have been allotted for further methods of arranging the references. 

Fiith’s article includes accounts of injuries of medico-legal interest and 
of injuries produced during parturition. 

The material in this Lieferung is up to the standard of the rest of the 
Handbuch. Mayer’s article is remarkably good. It is admirably arranged 
and starting with an introduction dealing with the pathology of ovarian 
tumours, he takes this as a basis for the subsequent description of 
complications, clinical findings and operative methods. It is an article of 
the utmost value and Mayer is to be cordially congratulated on this 
contribution. 


“Biologie und Pathologie des Weibes.”? By HALBAN and SEITz. 
Lieferung 22; Volume V, part IML; pp. 1695—1400. 

In this Lieferung Baisch of Stuttgart, contributes an article on diseases 
of the peritoneum, and von Jaschke of Giesson, an article on the female 
breast. Baisch’s article deals with the peculiarities and properties of the 
peritoneum in general, with particular emphasis on the pelvic peritoneum. 
Excellent descriptions of puerperal, gonococeal and pelvic tubercular 
peritonitis are given. Von yaschke’s article is a very complete account 
of the female breast. Its embryology, anatomy, histology and physiology 
are all dealt with very fully.Then follows an account of the pathological 
conditions of the breast which are of interest from the obstetrical and 
gynecological point of view. Tite illustrations are equal to any published 
in previous volumes. 


“Biologie und Pathologie des We*bes.”? By HALBan and SEIrz. 
Lieferung 25; Volume VII, pa, 765-644. 15 Marks. 

This part of the Halbar -Seitz Handbuch contains an article on 
abnormal duration of pregnancy by Niirnberger of Hamburg, together with 
an account of Abortion and Premature Labour in which Niirnberger deals 
with the pathological side, and Heynemann of Hamburg, with the clinical 
aspect. Niirnberger’s article is admirable in every way. The relation 
between the gestation period and the dates of conception, ovulation and 
menstruation are discussed from the theoretical aspect and statistical tables 
are given to illustrate the association between these factors. Detailed 
descriptions of the reported cases of abnormally long gestation periods are 
given and the question of treatment in such cases is dealt with at 
considerable length. 

In the article on Abortion and Premature Labour, Niirnberger’s 
contribution contains a masterly account of the etiology of these conditions 
which is not only wonderfully complete from the point of view both of 
the literature and of illustrative cases, but which also deals with the 
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relation between maternal diseases and abortion from the clinical aspect, 
references being given to the published results of other people. This branch 
of the article is therefore of the greatest value and should be universally 
welcomed. The rest of Nirnberger’s article contains descriptions of the 
mechanism and complications of abortion which are orthodox and complete. 

Heynemann’s contribution considers solely the clinical side of abortion 
and premature labour. It is again very complete but perhaps unneces- 
sarily long. The treatment of septic abortion was evidently very difficult 
to write for it is described at great length and the points of view of the 
opposing schools are both indicated in detail. 

The articles are well up to the standard of the work incorporated in 
previous volumes. There is the same encyclopeedic list of references and 
the illustrations are extremely good, Niirnberger’s article on Fehlgeburt 
and Friihgeburt is particularly praiseworthy. It is probably equal in merit 
to any of the articles as yet published in this Handbuch. 


“Biologie und Pathologie des Weibes.’? By HALBan and SEIrz. 
Lieferung 29; Volume VII, part I, pp. 645—982. 

This part of Vol. 7 of the Handbuch deals with the toxiemias of 
piegnancy. Seitz contributes the greater part of the material and Essen- 
Moller deals with eclampsia. Seitz’s article gives a very full account of 
the toxeemias and as befits one of the editors of the Handbuch and a man 
of high scientific outlook, his material is admirably arranged. The 
principles upon which his views have been based are first described and 
subsequently the individual types of pregnancy toxemia recorded in detail. 
The body-changes in normal pregnancy, chemical, physical, endocrine and 
autonomic, are first decribed and Seitz attempts to show that variations 
and abnormalities in these normal pregnancy alterations leads to evidence 
of toxwmias, and using the term in a much wider sense than is done in 
England, he is enabled to include such conditions as skin lesions, blood 
changes and psychoses in his description. Seitz’s article is a very valuable 
one: particular mention must be made of the review of the physical and 
chemical changes of the body in normal pregnancy and of the chapter on 
hyperemesis gravidarum where an ingenious method of associating the 
neurotic with the tox:emic type is given. The description of the skin and 
blood diseases occurring in pregnancy is very detaiied— perhaps unneces- 
sarily so—and excellent accounts of the nephropathic and of the liver 
changes in pregnancy are given. The article is of a high standard 
scientifically, and those obscure problems have been attacked vigorously 
and the result achieved is very satisfactory. 

Essen-Moller’s article on eclampsia is very interesting in many ways. 
The general account of the symptoms, course and pathological anatomy 
of the disease is ably described, particularly the latter, and a perusal of 
the lists of investigations already carried out will necessarily damp the 
ardour of any youthful enthusiastic investigator. The chapter on etiology 
is complete and therefore unnecessarily long. The account of treatment is 
perhaps not sufficiently dogmatic, the author being inclined to give the 
results of a variety of different treatments and this method of description 
does not emphasize the tendency of modern therapeutic measures. 


’ 
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“Biologie und Pathologie des Weibes.’’ By HarpBan und SEITZ. 
Lieferung 30, Volume VIII, Part I. 

This Lieferung contains articles on placenta praevia by Pankow of 
Freiberg and on the pathology and therapy of the third stage of labour 
by Schmid of Reichenberg. 

Pankow’s article deals in detail with the etiology and pathological 
anatomy of placenta previa and his descriptions are very clear and 
convincing. On the clinical side he is not so good but this section contains 
useful statistical tables. The section on treatment follows the orthodox 
lines. Pankow lays great stress on the severe types of central placenta 
previa and rightly points out how difficult such cases may be. 

Schmid’s article is very long but contains some interesting material. 
The tabulation of the views on the normal duration of the third stage of 
labour brings out some extraordinary ideas. The main part of Schmid’s 
article deals with the disturbances of the separation of the placenta and 
with post-partum haemorrhage. Morbidly adherent placenta, placenta 
accreta and uterine inertia are each considered in great detail. 

In the section dealing with the treatment of post-partum hemorrhage, 
great stress is placed upon aortic compression as a method of treatment 
mainly because it is considered that the incidence of puerperal sepsis after 
bimanual compression and manual removal of the placenta is so high as 
to offer a serious objection to their use, as routine measures. These views 
are not likely to meet with approval in England. The other methods of 
treatment are described in great detail. 


“Tndicationen fiir die operative Behandlung der Frauenkrankheiten.’’ By 
Dr. WALTER BENTHIN. Urban und Schwarzenberg. Unbound, 12.00 
Reichmark ; bound, 19.20 Reichmark. 

This book opens with a general discussion on the forms of therapy 
available for the treatment of gynzecological disorders and its chief feature 
is the pessimistic atmosphere that the author produces. For he indicates 
how certain methods, if ill advisedly applied, may do more harm than good, 
and cites illustrative cases. A good deal can be said for this point of view 
for it emphasizes the care that is often required in deciding upon methods 
of treatment. Then follow chapters on gynecological disorders in which 
the indications and contra-indications for possible therapies in each type of 
case are considered and finally a series of illustrative cases is included at 
the end of the book. 

The general scheme of the book is well thought out and the subject 
matter is extremely interesting. The most useful part is that dealing with 
menstrual irregularities and the author’s powers of destructive criticism 
indicate how little such cases can be helped. The treatment of prolapse 
is dealt with at some length and the views expressed are very sound. 
On the other hand, under the treatment of carcinoma of the cervix, there 
is very little information. In spite of the atmosphere of criticism the book 
is stimulating and few methods of treatment are not considered in detail. 
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“Kompendium der Geburtshiilfe.”” By Waiter Hannes. Zweite Auflage. 
Urban und Schwarzenberg ; pp. 364; unbound, 10.50 Reichmark ; bound, 
12.00. 

This short text-book of obstetrics, intended for the use of students, is 
very clearly written and crammed full of most useful information. If 
students were to assimilate all its substance they would reach a very high 
standard. Save for the German classification of the varieties of presenta- 
tions, the views of the English and German schools correspond very 
closely. The best feature of the book is its practical character and in the 
sections dealing with obstetrical manipulations this is very well seen and 
a more concise account would be difficult to obtain. One feels that in this 
field German literature is in advance of our own. On the other hand, 
there is no mention of ante-natal work and the care of the infant receives 
scant attention. The book is well up to date and brief references are 
made to theoretical work. As a short representation of the views of the 
German school the book is of great value, for it is always useful to know 
the point of view of other men since emphasis is placed upon matters 
which we may pass over somewhat superficially. The paper and print are 
good, the diagrams exceptionally clear, but the book has a paper cover. 

Wilfred Shaw. 


“Contraception.” By Mari Storrs, D.Sc. (London), Ph.D (Munich. 
New and enlarged edition, completing goth thousand. London. 
Johnson, Bale & Danielsson Ltd. Price 15/-. 

As a body the medical profession cannot be said to be well instructed 
regarding the methods of preventing conception, although the matter is 
one in which the family practitioner ought to be sufficiently informed to act 
as a trustworthy guide to such of his patients as may require or seek his 
advice. The chief reason is that the economic motive is the predominant 
factor in birth-restriction, the medical side playing but a small part. Also 
the polemical discussions on its theological, ethical and social aspects make 
the profession shy of taking it up. Medicine is concerned almost solely 
with the two points —the indications for advising against pregnancy and 
the methods to be advocated as the most hygienic and effective in preventing 
pregnancy. The economic stress of the post-war period has, however, 
forced the subject on the attention of the family practitioner and he has 
had to learn something of the methods, and for this purpose has been 
compelled to fall back on the books of the type of the one now before us, 
i.e. written by enthusiasts on birth-restriction, who ave strong advocates 
o! its benefits to the community from the social and economic side and are. 
therefore, partisans. The attitude of the doctor to his prtients on this 
matter should not be tinetured by his personal views on eugenics or over- 
population or any other social or political creed, any more, for instance, 
than the advocate of the prohibition of alcohol should try to force his 
doctrines on his patients by trying to mike his practice into a dry nucleus. 
The more his advice is guided by purely medical reasons and his patients’ 
circumstances and the less he is influenced by other considerations the 
better. 

This book is written by one whose name is now a houschold word, who 
is a pioneer in the founding of clinics for birth-control and is equipped 
with an unrivalled experience of a kind by having acted as mother-confessor 
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and instructress—by word of mouth and correspondence—-to thousands of 
women and married couples. She has had no medical training, but, 
according to a footnote in her book, has taught medical students in general 
biological laboratory work at one of our universities. Apparently, her 
specialty is palzeontology, which is, perhaps, as good a foundation as any 
other on which to build schemes for the advancement of humanity in future 
geological epochs, but scarcely sufficient to afford an adequate perspective 
of the immediate effects of the restriction of conception in the two sexes. 
Its title states that the book is intended as a manual for the medical and 
legal professions. Of its sphere of usefulness to our brethren of the law, we 
are incompetent to judge, but after a close study of its contents an attempt 
will be made to appraise its value to the medical profession. 

It suffers from the grave objection that it is primarily a piece of propa- 
ganda work, in which the subjects of medical interest occupy a very lowly 
position. All the matter of medical value would not fill the odd fifty of 
its more than 450 pages. That it is more suitable for the general public 
and has chiefly found its demand there is shown by its having been reprinted 
four times since its first appearance in 1923, and now a second edition is 
called for, completing its goth thousand. The very best seller among 
medical books could never reach such a sale, and it is difficult to believe, 
even with barristers and solicitors thrown in, that so frequent reprinting 
would be necessary unless the book had a general appeal. The result is 
that, save to the true enthusiast on birth-control, the book is very dreary 
reading and the attempt to winnow the few grains of useful information 
from the vast quantity of chaff is a wearisome business. 

Its first chapter on the ‘Problem To-day” gives the text on which its 
long-winded sermon is to be preached in the statement that the world is 
in greater danger from the stork than the eagle or the vulture, and “It is 
the medical man’s business to tame and control the stork.’? This quotation 
shows the book to be true propagafida and an attempt to enlist the services 
of the profession on the side of a socio-political theory, and, as already 
indicated, is likely to do a disservice to the profession, should it obtain 
any influence over it. 

The only chapters of medical interest are the one on Indications for 
Contraception, the three on Contraceptives in Use, and the one on Contra- 
ceptives for Special Cases. Of these the one on ‘Indications’ may be 
dismissed in a few words, for it is compiled on borrowed knowledge by one 
without practical experience. It contains a far from exhaustive list of 
morbid states in which pregnancy may be harmful and is quite indiserimi- 
nating and without information as to how cases are selected. 
may be indicated by quoting a few indications in the list : 
diseases of various types.” 
(various).’’ 


Its usefulness 
“Acute heart 
“Kidney diseases of various types,”’ ““Toxcemias 


The spacing of births is included in this chapter, the position taken up 
being a reasonable one, but as is the case throughout the book only one 
side of the problem is shown and nothing is said as to the harm, both to 
parents and children, of over-wide spacing, giving rise to few children at 
ages too remote to be companions in childhood, and each one approximating 
to the ‘fonly child” type. In a discussion on the statement that ‘it is an 
open question whether or not a young couple, who as yet have had no 
children should use contraceptives,” it is disappointing to find no mention 
of the risk of the most fertile years being lost and of the advantages of 
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early parenthood and particularly early motherhood. While agreeing that 
the matter of their immediate parenthood is a subject for the decision of 
the young couple and not one to be settled by their medical adviser, we 
would urge that the duty of the latter is first to show them the other side 
of the picture and, if they have seen that and persist in their decision, 
to advise as to the most hygienic and efficient measure for their purpose. 
Few will disagree with the view that means should be taken to avoid 
conception for at least a year after each birth. 

The chapters on contraceptives in use give an account of all measures, 
useful and useless, that have been advocated, on the ground that even if 
some appear valueless they ‘‘all have some social, physiological, legal or 
medical significance and interest.” 

The authoress is scornful of the advice often given by doctors to the 
husband to use a rubber-sheath, as she considers it suitable only in the 
first week or two of married life, in cases of suspected venereal disease and 
for men liable to premature emissions. Her objections to the sheath are 
physiological and psychological: that it robs the coital act of its full 
physiological benefit and the woman of contact with the seminal secretion, 
the hypothesis of the beneficial absorption of male products by the female 
being unreservedly accepted. The use by the woman of the contracon- 
ceptive agent is favoured “because there is no means used by the men 
which is not detrimental.” 

The method specially advocated for general use is a form of the ‘womb 
veil,’ not the large ring with loose rubber diaphragm as commonly 
adopted, but a special modification. It is a small pessary with a slid 
rubber ring, supposed to fit snugly round the base of the cervix, closed 
by a low rubber dome. While acknowledging that there is no fool-proof 
method of birth-control (except intra-uterine pessaries, of which more anon), 
the writer appears satisfied that her clinic patients can be taught in ten 
minutes to insert this cap securely over the cervix and to remove it. A 
new and more explicit description of the manner of its insertion and of 
its ultimate position has been added in this edition (at the suggestion ot 
Prof. Oldfellow (sic), of Leeds, in which it is stated that “the cap closes 
over the cervical canal, but the cervix stands loose within it, and the cap 
does not ‘grip’ on or constrict the cervical canal, as is often wrongly 
stated.’’ The retention of the cap is not advised for longer than 48 hours 
as a rule, as the rubber dome allows sufficient space for any secretion that 
may accumulate in that time. For women with a lacerated or enlarged 
cervix, prolapsus or unable to replace or renew this cap, the use of a sponge 
soaked in oil is advocated. 

The intra-uterine stems of the ‘“‘wishing-bone’’ and such like patterns 
are described but not advised though “many distinguished Continental 
medical practitioners view these contrivances not only with approval but 
with enthusiasm.” Her explanation of its action is that it causes the uterus 
to throw off the fertilized ovum while still free-moving and before 
“conception”? takes place, and her view is that it is suitable for cases that 
otherwise should be sterilized. but not for women who wish to space desired 
children because it ‘tends to make the uterus disinclined to settle down 
with a true conception.’’ She appears to know that similar intra-uterine 
pessaries were used for the treatment of dysmenorrhcea and sterility, but 
not that their continuance in the uterus for more than a few days has long 
been given up because of the infection of the uterine cavity that sooner or 
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later results. She may know but she omits to mention that cases of 
suppuration in the pelvis, calling for operation, and some deaths from 
peritonitis have resulted from the wearing of pessaries of this type. 

Attention may be drawn to her discovery of a ‘‘very interesting ana 
novel physiological point about which . . . not a word is to be found 
in any text-book of medicine or physiology.’’ It is that in the fully 
excited uterus the cervix may spontaneously open during coitus and 
interlock with the glans penis. The authoress considers that the deniai 
of the possibility of this action is due to the rarity of persons in whom 
it happens and the impossibility of demonstrating it, as it can only take 
place at the height of sexual excitement. The only evidence she is able 
to give in support of her ‘‘discovery’”’ is based on the interrogation of 
women and statements from letters received, in which the women have 
given their interpretation of their internal sensations. However, the matter 
is decided once and for all in the oracular statement, ‘‘Nevertheless it is 
a positive fact that it does take place.” 

It will be clear that this book has little value for the thinking medical 
practitioner, although it must be granted that here and there are a few 
points that may be found useful in practice. There is also a chapter on 
3irth-Control Clinics which might be helpful to a practitioner taking 
charge of or managing a clinic of the kind. The lack of medical knowledge 
is a grave objection, for the writer has no experience of the evils that arise 
from neglected pessaries or other foreign bodies left in the uterus or vagina. 
She has no power of discrimination in her searches through medical 
literature and quotes impressions and hypotheses by whomsoever recorded, 
provided they aid her argument. Her argument throughout is hopelessly 
partisan and ill-balanced for she sets out to preach a certain creed and 
rarely looks at the other side. Her ipse dixit must be accepted, and tor 
those unable to do so the reading of this book is a constant irritation. 


John S. Fairbairn. 


“Die Geschlechtskalte Der Frau.”?’ von Dr. WILHELM STEKEL, Nervenarzt 
in Wein. Dritte verbesserte und vermehrt Auftrage. Berlin) and 
Vienna. Urban und Schwarzenberg, 1927, pp. 
Reichmark ; bound 28. 

“The Sexual Frigidity of Woman.” By Dr. WILHELM STEKEL, Neurologist. 
Vienna. Third improved and enlarged edition. 

This volume consists of 18 chapters dealing with a variety of subjects 


553, unbound 25 


including, among others, the sexual dreams ef adolescents. the psychology 
of the frigid woman, the critical age of woman, psycho-analvsis of a case 
of dyspareunia, and in this edition an additional chapter has been added, 
entitled “Medical Manipulations as a couse of disordered orgasm,” whik 


Dr. Fritz Weingraf has contributed a chapter on ‘Psycho-analysis and 
Psychotherapy in the light of Modern Gynecology,” 
a series of abstracts from the recent literature. 

Dr. Stekel is evidently a prolific writer, for this is the third of a 
series of 10 volumes on ‘Disorders of the Desires and Emotions of Life.” 
(Parapathic ailments). The other volumes deal with : 

1. Anxicty Neuroses aud their treatment. 

2. Onanism and homo sexuality. 

4. Male impotence. 


which consists of 
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5. Psychosexual infantilism. 

6. “Wanderlust,” Dipsomania, Kleptomania. 

7. Fetishism. 

8. Sadism and Masochism, while 

g. aud 10 in preparation, are to be devoted to Impulse Neuroses. 

Dr. Stekel is also an attractive writer who possesses a sense of humour 
(or is it unconscious) for the third volume is dedicated to ‘‘Meiner lieben 
Lebensgefahrtin Frau Hilda Milko.”” The neurologist or psycho-analyst 
who embarks on the production of a book on such a subject must handle 
it deftly, with a free use of the curb, lest it become another addition to 
the pornographic literature sold with ‘‘rubber goods.’”’ The fact that a 
third edition of this book is now published is evidence that it has attained 
a degree of popularity, but it would be of interest to know whether the 
purchasers of the book were medical men or laymen. 

The cases are fully narrated in the text, and Dr. Stekel is fortunate 
in being able to obtain such detailed information from his patients. 
Indeed the pages contain a nauseous description of sexual depravity and 
vice. Dr. Stekel is evidently an ardent disciple of the Freudian school 
who seems to build his philosophy of life on a sexual basis. 

It is true that the sexual instincts, strong in some individuals, may 
gain a temporary or even a permanent ascendancy, but to the average 
healthy, clean living, sport loving Briton the Freudian doctrines are like 
the poisonous serpent. Moreover they tend to the production of a distorted 
view of human existence. No one doubts the importance of sex or of sexual 
instincts, but that these instincts are the dominant factors on each and 
every occasion is not merely untrue but absurd. It is therefore refreshing 
to emerge from this nauseous atmosphere in order to read what Dr. Stekel 
writes of Love. Love is a subject which has inspired poets and writers 
throughout the ages, and rightly so, for it is one of the strongest human 
emotions, and has it not been written that “Love is of man’s life a thing 
apart, ’tis woman’s whole existence.’’? Dr. Stekel reproduces the well- 
known quotation Amor omnia vincit, and goes on to state that the frigid 
woman is the product of the unhappy marriage, and that every frigid 
woman is one who has not yet found her affinity. In this book dyspar- 
eunia is considered in its widest application, in other words all that which 
is contrary to eupareunia. Nevertheless the local physical conditions 
would seem to have been overlooked in the desire to explain “ 
on a psychical basis.’’ 
imperforate hymen ? 


everything 
How can the ‘‘psyche’’ overcome a rigid or 
But the author evidently means (although he does 
not say so) to discuss examples of dyspareunia in which local physical 
causes do not exist. Yet, even in the absence of local physical causes, 
treatment by glandular therapy is not infrequently followed by most 
striking results. Indeed, the whole subject of female sexual frigidity 
is considered entirely from the point of view of the neurologist. 

In a chapter entitled ‘Retrospect and Outlook’? Dr. Stekel offers the 
fruits of his philosophy, but unfortunately some are withered, unwhole- 
some, and must be discarded, while others are immoeture. 

Austria suffered much as a result of the Great War, her manhood 
was depleted as well as her finances, her territory and influence were 
diminished, her monarch was deposed, while her sufferings were reflected 


in the mental and moral condition of her people. The purpose of some 


of the recent publications on sex emanating from Austria is evidently 
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to assist in setting the world in order. This is a laudable effort, but the 
World is large and the Nations thereof are so diverse, not merely in 
manners and customs, but in thought and action, that the philosophy of 
one Nation whether it be good or bad, true or false, cannot under existing 
conditions be acceptable to another; nevertheless it is hoped that in time 
the Nations of the Earth may attain to that moral and_ intellectual 
development enabling each one to take its rightful place in the sun. 
Then, but not till then, we shall have reached the millenium.. 

It is doubtful if books of this character serve any useful purpose. 
Written under a veil of science which is not merely thin and transparent 
but has several holes in it, they tend to emphasize what is vulgarly 
described as ‘“‘the seamy side of human existence.”’ If the psycho-analysts 
of the future publish detailed accounts of the confessions of their patients, 
wrung from those patients in the seclusion of the consulting room, together 
with a detailed account of their dreams and the interpretation put upon 
them, they will bring themselves into conflict with “the authorities,” for 
such a flagrant disregard not merely of the Hippocratic oath but of the 
well established principles of conduct should be suppressed with a firm 
hand. F. J. McCann. 


“Diseases of Women.’”? By HARRY STURGEON CROSSEN M.D., F.R.CS. 
6th Edition, London, Henry Kimpton, pp. 1005, 934 illustrations. 
Price 50/- net. 

The sixth edition of this standard textbook has now been published, 
which bears eloquent testimony to its well deserved popularity and to the 
position it holds in the gynzecological world. 

Few changes have been considered necessary, the most important 
being the addition of an account of the use of iodinised oil in gynecological 
diagnosis. There are many beautiful skiagrams of the pelvis in health 
and disease taken with the aid of gas introduced into the abdominal 
cavity. The author prefers the use of carbon dioxide for this purpose. 

The chapter on the endocrine glands has been again revised by Dr. 
Hugo Ehrentest. He discusses the position of this branch of medicine 
in relation to Gynecology in a well-balanced and conservative manner, 
and considers that some of the claims made in the use of ovarian extracts 
are premature and exaggerated. 

The great disappointment in this book is the chapter on Carcinoma’ of 
the Cervix. The pathology is given in full and the teaching is that 
generally accepted, but the account of the present position of the treat- 
ment of this condition is very poor for a work of this eminence. 
author approves of Wertheim’s operation and 
half-hearted way. 


The 
its modifications in a 
He makes no mention of the importance of incising 
the vagina far below the level of the growth, a vital step in the operation. 
It has been found that the chance of local 


recurrence diminishes with 
the amount of vagina excised. 


He recommends pre-operative radium and 
X-ray treatment. On the treatment of carcinoma of the cervix by radium. 
Dr. Crossen is equally disappointing. He devotes one page only to the 
theoretical factors which have to be considered and tells us nothing of 
the methods used by himself and other authorities . 


rhe iustrations have been beautifully reproduced and much originality 
has been shown in the pictorial representation of clinical observations 
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The whole subject has been dealt with very completely and is especially 
good as regards diagnosis and medical treatment. Relatively few details 
of operative technique are given as the book is a companion to the author’s 
“Operative Gyneecology.”’ ARNOLD WALKER. 


“The Flushings of the Menopause.’? By JoHN H. Hannan, M.A., M.D., 
B.Ch. London. Baillére, Tindall and Cox. pp. 52. Price 3/6. 

This monograph is devoted to the phenomenon of menopausal 
flushing. The author has made careful observations on the changes in 
blood pressure and pulse rate during attacks. He considers that these 
vaso-motor crises are caused by increased sensitiveness to adrenalin and 
supports this contention by showing that the injection of adrenalin into 
a woman at about the time of the menopause produces a similar attack 
of flushing. This does not occur if injected into a woman at any other 
stage of her sexual life. 

The author recommends the use of ovarian extracts and small doses 
of digitalis as a method of treatment. 


ARNOLD WALKER. 


“Die Gonorrhcea Des Weibes, Kin Lehrbuch fiir Arzte und Studierende 
von Dr. R. Franz, Privat Docent, Vienna University. Vienna 
Julius Springer, 1927, pp. 177 with 48 (some coloured) illustrations. 
Unbound, 12 Reichmarks; Bound,13.20. 

This book is divided into 11 chapters, beginning with a short historical 
review of Gonorrhcea and ending with a chapter on conclusions which is 
probably one of the most important in the book. 

Dr. Franz has worked under Professor Finger at the University Klinik 
for Venereal and Skin Diseases and at the Maria Theresa Hospital for 
Women in Vienna. After the termination of the Great War he gave 
courses of lectures on Venereal Diseases to students, practitioners and to 
those intending to specialize in Gynecology. These lectures are here 
reproduced in book form. 

The book gives a very good account of the whole subject of female 
gonorrhoea, but there is much repetition in the text. To describe the 
anatomy of the genital organs in a book of this character is unnecessary 
for the student or practitioner embarking on the study of this subject is 
presumed to possess at least a working knowledge of female anatomy or 
to have had access to books on anatomy. Although a short anatomical 
description might be useful in a lecture, its reproduction in this book 
would appear to be superfluous. 

For the diagnosis of occlusion of the Fallopian tube, what the author 
calls ‘‘Pertubation’”’ is recommended, and for this purpose an apparatus 
similar to that of Rubin is figured in the text. When the abdomen has 
been opened the patency of the uterine opening of the Fallopian tube is 
tested by the injection into the uterus of a sterile solution of carmine in 
“physiological saline.”? This new toy (an insufflation apparatus) placed 
in the hands of the medical profession should not upset their sense of 
proportion, for the chief difficulty in the treatment of sterility is, and 
has always been, with those whose anatomical outfit presents no recog 
nizable fault. This important fact seems to have been overlooked by 
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many who write on the subject of sterility. Dr. Franz quotes the late 
Professor Bumm who stated that 20 per cent. of the cases of female 
sterility were due to gonorrhcea. Statistics on this question culled from 
foreign sources are frequently quoted and indeed form the foundation 
upou which what are called ‘‘facts’’ are built, but it is difficult to believe 
that the statistics from one country can be applicable to another, and for 
this reason it is necessary that British statistics should be available in 
order that a correct understanding of this subject may be obtained. 

It cannot be denied that gonorrhcea in both sexes is a predominant 
factor in the causation of sterility but this must vary with the number 
of infections existing in a particular country. 

Neoggerath, who certainly overstated the case against gonorrhoea, did 
great service in focussing attention on this important subject. Now that 
it is better understood it would seem to be unnecessary to perpetuate the 
old fallacies. The gonococcus as a cause of abortion is referred to by 
the author who recalls the more or less isolated and too frequently quoted 
cases from the literature. The gonococcus may occasionally be a cause 
of abortion, but that it is a frequent cause of abortion is not proven. 

Rectal gonorrhcea which the author states is only discovered if looked 
for, almost always complicates urogenital gonorrhoea, occasionally it is 
a primary infection. The percentage of cases as given is 10 to 30 and 
cure follows in two to six weeks. 

When describing the vulvovaginitis of children, Dr. Franz mentions 
that other organisms besides the gonococcus may produce vulvovaginitis 
and suggests that probably 20 per cent. of the cases are not gonococcal' 

Here again, what is true of Austria may not be true of England, and 
from my own observations I was led to conclude that at least half of 
the cases are non-gonococcal. Whether this be right or wrong it is 
interesting to read that foreign observers are at least beginning to correct 
the exaggerated statements on this subject. 

In the last chapter Dr. Franz attempts to answer that most important 
question, “When is a woman cured?”? His reply is that if on the ces- 
sation of treatment no gonococci are found in the secretions after repeated 
examinations following physiological or artificial provocation the cure is 
complete. In this chapter ‘Provocation as an aid in diagnosis’ is con- 
sidered under six headings : Mechanical; Thermic; Chemical; Biological, 
Physiological ; Combined. 

Reference need only be made to the three last. 

The biological provocation is by means of gonococcal vaccine, albumi- 
noids, or colloidal metals which produce not merely increased secretion 
but pain in the infected region accompanied by redness and swelling 
(e.g. in the cervix and urethra) appearing in from 8 to 24 hours. 

The physiological provocation is furnished by menstruation, and 
secretion should be examined before, during and after menstruation ; 
while coitus and indulgence in alcohol may lead to an increase ol 
secretion and to the discovery of gonococci in the secretion. This physio- 
logical method may be usefully employed in combination with the bio- 
logical method. 

This book will prove useful to those who are acquainted with the 
German language, for it may be said to represent the Austrian teaching. 
It is written on conventional lines and does not contribute anything new 
to the subject of female gonorrhwa. I. J. MCCANN. 
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“Das reticulo-endotheliale system in der Schwangerschaft : Eine experi- 
mental-klinische Studie.’”” By Dr. Ropert BrENpA, Berlin and Vienna, 
Urban und Schwarzenberg, 1927. Price 4.50 Reichmarks. 

In 1913, Aschoff and Landau invented the term ‘‘reticulo-endothelial”’ 
inetabolic apparatus to designate a system of tissue cells which are widely 
distributed throughout the body and exercise a variety of functions. 
Comprised within this group are the reticular and endothelial cells of the 
spleen, liver, bone-marrow, lymph-glands and lymphatic tissue generally 
together with the histocytes of the general connective tissues. 

It was because of their common behaviour towards certain phenomena 
such as phagocytosis and reaction to vital staining, together with general 
similarity of function that these cells were gathered together and combined 
into a single group and given the name reticulo-endothelial system. 

A close relationship exists between the reticulo-endothelial and haemo- 
poietic systems, as:evidenced by their functions in connexion with blood 
formation and blood destruction, while a consideration of the effects of 
splenectomy in certain blood diseases further emphasizes the tmportant part 
played by the reticulo-endothelial system. The reticulo-endothelial cells 
also possess the power of forming fibroblasts, epithelioid cells and giant cells, 
and even of undergoing metaplasia into sarcoma-like tumour cells. They 
may also be greatly increased in number and exhibit enhanced phagocytic 
properties in infective and inflammatory conditions. Closely allied to their 
phagocytic activities is the most important réle these cells manifest in the 
production of anti-bodies, thus indicating their importance not only in 
the cellular, but also in the humoral aspects of immunity. 

Dr. Robert Benda describes his investigations into these conditions under 
two headings: I. Functional tests of the capillary endothelium during 
pregnancy (‘‘Permeability of the Meninges’’) in which he employed the 
uranin method, the hemolysin reaction and the bromine method; and 
Il. Functional tests of the reticulo- endothelial system in pregnancy, making 
use of the Rosenthal test, the congo-red method, and the urobilinazemia. 

He found that in the first half of pregnancy the functions of the capillary 
endothelium and of the reticulo-endothelial system are unaltered. In the 
second half of pregnancy the permeability of the capillary endothelium is 
increased, while the reticulo-endothelial system undergoes some functional 
derangement. These pregnancy changes are more frequently present and 
strongly marked in primigravidee than in multiparee and usually retede 
alter the puerperium. In the pregnancy toxicoses, and especially in 
eclampsia, these changes are present to a much greater extent, and may 
be looked upon as an expression of the cellular defensive faculties. 

A slight degree of urobilinsemia frequently occurs in the second half 
o! pregnancy : severer degrees of urobilincemia are indicative of pregnancy 
toxicoses. The occurrence of hydrops gravidarum and its related diseases 
ire to be attributed to damage of both the capillary endothelium and the 
reticulo-endothelial cells. 

A bibliography extending to several pages and a number of explanatory 
tables complete this very interesting monograph. 
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“Diseases of the Newborn.” By JAMES Burnet, M.A., M.D., F.R.C.P. 
(Edin.). Humphrey Milford, Oxford University Press, 1927, 
Pages 265, Price 6/-. 

At last there has appeared a book by a British author on the important 
and highly specialized subject of the diseases peculiar to the newborn child. 
It is a surprisingly small volume, containing only 265 pages, and can be 
carried in the coat pocket with ease. When it is added that Dr. Burnet 
has not omitted any important part of the subject, it will be realized that 
he is to be sincerely congratulated. 

We believe that the book supplies a long felt want. It is not written 
for the specialist, but for the senior student and practitioner. 

Dr. Burnet has condensed a great deal of information so that the book 
may act as a guide to the further study of the subject. Controversial 
matter has necessarily been dealt with dogmatically, which is helpful to 
the student. The book is very easy to read and has been written almost 
entirely from the practical point of view. 

Dr. Burnet adds another voice to the belief that a physician with special 
knowledge of the diseases of young infants should be a member of the 
staff of every Maternity Hospital in the country. 

H. F. A. Boldero 


“Practical Methods in the Diagnosis and Treatment of Venereal Diseases.’’ 
By Davip Les, D.S.O., M.A., F.R.C.S., with introduction by 
WILLIAM Rospertson, M.D., F.R.C.P., D.H.P. Edinburgh; E. & S 
Livingstone, 1927. 

The appearance of a text-book on venereal diseases is always a matter 
of interest because the subject has so important a relationship to the 
health and well-being of both the individual and the community. There 
are many persons, and the reviewer is one of them, who hold that the 
diseases in question are best treated in the already existing special depart- 
ments, the dermatological, genito-urinary, and gynecological. This, 
however, is not the universal custom, and we therefore find in some Medical 
Schools a surgeon given charge of a complete unit, a position held with 
distinction, at the Royal Infirmary, Edinburgh, by Mr. David Lees, the 
author of the book under review. 

The reader will find in the first part of the volume a consideration of 
the diagnosis and treatment of syphilis, well illustrated by many photo- 
graphs taken from actual cases. A good deal of space is devoted to the 
bacteriological examination of the exudate from a suspected sore. No more 
than a short summary is given to the technique of the Wassermann reaction, 
for the author, no doubt, considers that this highly specialized test should 
only be undertaken in a properly equipped laboratory, a view with which 
most authorities will agree. 

Mr. Lees has many valuable observations to make on the pregnant 
woman with syphilis. He points out that in the absence of clinical 
manifestations the diagnosis may depend on the previous history, or on 
the occurrence of abortion, or on the evidence of syphilis obtained from 
children already born. 

In an introduction written by Dr. W. Robertson we are reminded that. 
not many years ago, our standards of treatment of venereal diseases were 
glass syringes, sulphate of zinc, permanganate of potash, mereury, and 
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iodides. Mr. Lees’ book fully illustrates how far from this the methods 
of combating syphilis have advanced; but it is doubtful if the same can 
be said of gonococcal infections. While instruments of precision have been 
devised, and are used to locate the foci of infections, and to assist 
in dislodging the causal organism, we are as yet a long way from possessing 
any specific remedy, although vaccine therapy, of which the author speaks 
favourably, may possibly be considered to come under this category. 
Irrigation methods (not so very far removed from the glass syringe and 
injection of an earlier period), still occupy an important position. Those 
who have seen the figures published by the Ministry of Health will realize 
that this distinction between the results of treatment in the two diseases is 
well authenticated. The figures show a decided decrease in the number 
of cases of syphilis; whereas, in contrast, the incidence of gonorrhoea 
remains substantially the same. Although the treatment of gonorrhoea has 
not undergone the dramatic changes that followed the introduction of the 
arsenical compounds for syphilis, it has, nevertheless, made steady progress, 
and is now, even as compared with a comparatively few years ago, more 
secure and more scientific. The important technical details relative to 
diagnosis and treatment are very [fully described by the author. We can 
strongly recommend this book to all those interested in this subject ; first, 
because it gives a clear and reasonable account of the different venereal 
diseases and their complications; and secondly, because it presents with 
considerable detail the modern and accepted methods of diagnosis and 
treatment. 


H. MacCormace. 


‘Weitere Fortschritte der Sterilitaétsbehandlung."’ Von HuGo SELLHEIM. 
Berlin: S. Karger; 1927. 

This is a monograph on the ‘Further progress in the treatment 
of Sterility,’’ but there is little information to be gleaned from it. Sellheim 
dwells on the condom method of collecting semen. Appendicitis is 
mentioned as a cause of sterility, and the author suggests that a peculiar 
thickening of the utero-sacral ligaments is diagnostic of this condition. 

He recommends the Rubin test and iodipin, but does not approve of the 
charcoal method, i.e., testing permeability by the injection of a suspension 
of charcoal into the cul-de-sac with subsequent microscopic examination 
of the cervical mucous for particles of charcoal. 

Several operations for restitution of tubal functions are described and 
illustrated. The chief one is to bring the whole remaining part of the 
Fallopian tube into the uterus after making an opening with an instru- 
ment. This method was practised by the reviewer who used a cork gouge 
for the purpose. It was quite unsuccessful and was discontinued; he 
believes that the ovum drops into the uterus and drops out! 

Sellheim mentions that the transplantation of the ovaries into the 
uterine cavity has been successful in animals. The record would be 
attained by the surgeon who succeeds in withdrawing fertile semen from 
a man with seminal obstruction and in artificially fertilizing therewith 
the ovum of a woman with tubal obstruction. 


3ethel Solomons. 
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THis Review will contain the lists of contents, and abstracts of the more 

important articles, from the following journals, with which the “ Journal 

of Obstetrics and Gynecology of the British Empire ’’’ exchanges :— 
British.—The Lancet ; British Medical Journal. 


Canadian.—The Canadian Medical Association Journal; Bulletin Médical de 
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It is hoped that the Review of Current Literature will keep the readers 
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Lancet. 
March sth, 1927. 
Development of the lower part of the vagina. (Annotation), 
Contraceptive methods in common use compared. H. A. Fawcett 
(Correspondence). 
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March 12th, 1927. 

Pregnancy following polyglandular therapy. A. A. Masser.  (Corres- 
pondence). 

April 16th, 1927. 
*A case of post-mortem Cresarean section with a living child. I. R. Rosin. 
May 7th, 1927. 
*Uterus didelphys with pregnancy. J. L. Davies and C. J. Cellan-Jones. 
May 14th, 1927. 

*Ovarian hormone in a water-soluble form. F. Dickens, E. C. Dodds 
and D. J. T. Brinkworth. 

May 28th, 1927. 

*The preparation and properties of a female sexual hormone (Menformon) 
in water-soluble form. E. Laqueur, P. C. Hart, and S. E. de Jongh. 

June 4th, 1927. 

Water-soluble hormone. F. Dickens, E. C. Dodds, and D. J. T. Brink- 
worth. 

June 18th, 1927. 

*Some problems of the menstrual function with observations on the 
relation of the Graafian follicle and corpus luteum to pathological 
uterine hemorrhage. B. Whitehouse. 

Birth trauma as a prototype of fear. (Annotation). 

June 25th, 1927. 
A point under the Midwives Act. H. Woods. (Correspondence). 





A case of post-mortem Cesarean section with a living child, 

The child was delivered fifteen minutes after the apparent death of 
the mother from cerebral haemorrhage, and was in a state of asphyxia livida 
but did well. 


Uterus didelphys with pregnancy. 
Pregnancy occurred first in one horn and subsequently in the other. 
This was proved by Czesarean section on both occasions. 


Ovarian hormone in a water-soluble form, 


The cestrus-producing hormone was extracted from normal placenta 
in a water-soluble form. 


The preparation and properties of a female sexual hormone (Menformon) in water- 
soluble form, 

These authors draw attention to their work on the ovarian hormone 
and give details of the methods they employ for its manufacture and 
standardization. They criticise the work of Dickens, Dodds and Brink- 
worth. 


Some problems of the menstrual function with observations on the relation of the 
Graafian follicle and corpus luteum to pathological uterine hemorrhage. 
In mammals, if fertilization does not occur during cestrus, a condition 
of pseudo-pregnancy supervenes which produces phenomena similar to 
pregnancy. The difference is one of degree. 
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Heemorrhage from the genital tract may occur at two different times 
in the sexual cycle; (1) during pro-cestrum as a result of the local hyper- 
cemnia of the endometrium, as in the bitch; and (2) at the end of the pseudo- 
pregnancy resulting from degeneration and necrosis of the false decidua, 
as in the cow. 

The mammalia fall into two groups, the mon-cestrus type in which 
cestrus occurs only once during the sexual cycle, and the poly-cestrus type 
in which the cycle recurs at intervals. A mon-cestrus type may become 
poly-cestrus as a result of changed food and environment. 

In most poly-cestrus animals, ovulation occurs during or immediately 
after cestrus. In the rabbit and the cat ovulation only occurs a few hours 
alter coitus. If coitus does not occur there is no dehiscence of the Graafian 
follicle, no corpus luteum and no pseudo-pregnancy. The follicles dry up 
with haemorrhage into their cavities. The author compares this condition 
with the formation of fibro-cystic ovaries in the human subject. If coitus 
with a vasectomized male occurs, normal ovulation and pseudo-pregnancy 
take place. 

In man and monkeys there is a constantly recurring series of cestral 
cycles with no ancestrum. 

Shaw recently showed that ovulation in man occurs between the 
thirteenth and seventeenth days of the cycle and is independent of coitus. 
Whitehouse noticed that in some fibro-cystic ovaries removed from single 
women there is no evidence of recent or remote ovulation. 

Menstruation in the human being is the result of two processes which 
overlap ; (1) the termination of the pseudo-pregnancy at about the 28th day 
and (2) a state of pro-cestrum which persists during the abortion of the 
pseudo-pregnancy. This is followed by a short cestral period for the ovum 
about to be liberated. 

Recent work on the corpus luteum shows that its removal produces 
a typical menstrual period within 48 hours. The author has proved that 
the effect of excising a corpus Iuteum is to ante-date only the coming 
menstrual period. The following period occurs at about the same time 
as if no interference had taken place. The corpus luteum is grey in 
colour and cystic during its active period. It degenerates when menstrual 
abortion occurs characterized by the appearance of yellow pigment and 
hemorrhage. 

The destruction or removal of ripe Graafian follicles produces endo- 
metrial necrosis with haemorrhage which is slighter, more irregular and 
of longer duration than a normal period. The injection of liquor folliculi 
has no clinical effect. 

He considers that both the corpus luteum and Graafian follicle contain 
a substance essential for the development of the decidua. This substance 
the author calls ‘fovarin.’? Certain cases of irregular uterine haemorrhage 
associated with chronic disease of the ovaries are due to death of the 
maturing follicles and pathological corpora lutea. 

Whitehouse has had no consistent success in the clinical use of the 
various extracts on the market. This is probably due to the indiscriminate 
selection of the animal ovaries used regardless of their stage of activity. 
Extracts should be made from mature follicles or functioning corpora lutea. 

A, WALKER. 
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British Medical Journal. 


March sth, 1927. 
Acute abdominal emergencies complicating pregnancy and the puerp:rium. 
J. S. Fairbairn. 
Uterine myoma complicating pregnancy. V. L. Ferguson. 
March 12th, 1927. 
Pulmonary embolism following childbirth. P. Henderson. 
Puerperal sepsis. J. Cook. (Correspondence). 
April and, 1927. 
Labour retarded by hydrocephalus. R. G. Bingham. 
April gth, 1927. 
Birth control. S. V. Pearson. (Correspondence). 
April 16th, 1927. 
*Heart Disease and Pregnancy. T. Oliver. 
Professional regrets. H. R. Andrews. 
Birth Control. B. Dunlop. (Correspondence). 
April 23rd, 1927. 
*The perineal and pelvic floor muscles in the second stage of labour. 
A. K. Howat. 
April 30th,1927. 
Pulmonary embolism following childbirth. H. Hallam. 
May a2ist, 1927. 
*Excessive and irregular uterine bleeding in middle-aged women. 
S. G. Luker. 
June 4th, 1927. 
*The diagnosis of tubal abortion and rupture. J. S. M. Connell. 
Volvulus neonatorum. F. M. Spencer. 
*Double tubal pregnancy. N. P. Jewell. 
Hydatidiform Mole. H. P. O’Keefe. 
*Inflammatory sealing of the external os causing delay in labour. R. Blair. 
*The first operation of symphysiotomy (Nova et Vetera). 
June 25th, 1927. 
Closure of abdominal incisions. F. S. Heaney. 
Radium in uterine cancer. (Leading Article). 


Heart disease and pregnancy. 
Oliver finds the heart often permanently enlarged after a severe 
hemorrhage. He regards aortic as less serious than mitral disease. 





The perineal and pelvic floor muscles in the second stage of labour. 


The author questions the statement that these muscles are contracted 
during a pain. 


Excessive and irregular uterine bleeding in middle-aged women. 
Luker considers excessive and irregular haemorrhage in middle-aged 
women under three headings : 
1. Regular but excessive bleeding or menorrhagia, which may be caused 
by fibroids or by the conditions causing hypertrophy of the endometrium. 
Under the latter heading he includes cases of fibrosis uteri. He advises 
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a preliminary course of treatment by calcium lactate, 60 grains being 
administered each day for a week with injections of 0.5 c.c. of pituitrin. 
If this is unsuccessful he explores the uterus and if nothing definite is 
found, recommends radium application—radium bromide 100 mg. for 24 
hours, screened by 0.5 mm. of platinum and 2 mm. of silver. He prefers 
hysterectomy to a second application of radium if the first fails. Chronic 
infection and cervical lacerations contra-indicate radium. He does not 
recommend ovarian extracts. 

2. Irregular and excessive bleeding or metrorrhagia. This must be 
treated with the greatest care, and carcinoma cervicis must be excluded 
before any other diagnosis is made. He advises Wertheim’s hysterectomy 
and considers that the results of radium treatment are very poor. 

3. Bleeding after the menopause. In post-menopausal haemorrhage the 
uterus must be explored as carcinoma corporis in older women is as common 
as carcinoma cervicis. 


The diagnosis of tubal abortion and rupture. 

The author stresses the fact that most cases of ectopic gestation are 
atypical. He lays most faith on the sudden onset of pain which nearly 
always occurs when the patient is in motion; the feeling of faintness ; 
the missed menses; the pallor of the patient; and the evenly distributed 
tenderness in the fornices. 


Double tubal pregnancy. 
At operation a ruptured tubal pregnancy on the right side and an 
unruptured gravid Fallopian tube on the left side were found. 


Inflammatory sealing of the external os causing delay in labour. 

The case reported was a II-para who had suffered from chronic vaginal 
discharge and prolapse. After eight and a half hours no sign of a cervical 
canal could be found although the whole uterus came well down on to 
the pelvic floor with each pain. On examining without a glove a furrow 
was found which was carefully opened. The membranes immediately 
protruded and the child was born without difficulty an hour and a half 
later. 


The first operation of symphysiotomy. 
The operation was suggested by Sigault in 1768, and first performed 
by him in 1777 under the guidance of Le Roy, whose report of the case 
is given verbatim. 
The true conjugate was two and a half inches, and the separation 
obtained amounted to two and a half inches. 


The child was successfully 
delivered as a breech. 


The mother seems to have suffered no immediate 
ill effects but no report is made of her subsequent history. 


A. WALKER 


The Clinical Journal. 


January 5, 1927. 
Pregnancy complicated by ureteric caleulus. C. S. Lane Roberts, 
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January 19, 1927. 
*Obstructed labour due to conjoined twins. G. F. Gibberd. 
January 26, 1927. 
*Some practical aspects of ante-natal care. W. F. T. Haultain. 
March 23, 
*Three cases of uterine mole. T. G. 


May 4, 1927. 
*Rupture of the uterus treated by plugging the rent. B. Solomons. 


June 22, 1927. 
*The treatment of sterility. V. B. Green-Armytage. 


Obstructed labour due to conjoined twins, 

The head and shoulders of the first twin were born on admission. The 
twins were joined by the lower costal margins and anterior abdominal 
walls. There was one umbilicus. The twins were separated by scissors 
and the second twin was delivered after internal version had been performed. 


Some practical aspects of ante-natal care. 

Haultain finds that the relative frequency of the positions of the vertex 
in 2,000 cases is approximately L.O.A. 60%, R.O.A. 30%, R.O.P. 8%, 
L.O.P. 2%. He advocates the use of pads to convert occipito-posterior 
positions to occipito-anterior if seen before labour commences. This cannot 
be done if the head has engaged. A folded pillowslip is placed in the 
iliac fossa towards which the occiput points. This is held in position by 
a tight binder. The patient rests for 24 hours and takes a dose of castor 
oil. This is successful in 80 per cent of cases. Haultain considers that 
ante-natal supervision should commence as soon as pregnancy is diagnosed. 


Three cases of uterine mole. 

The first case was one of carneous mole. The patient was operated 
upon fifteen months after her last menstrual period. Pregnancy was 
apparently normal up to the end of the fourth month when she had a 
slight heemorrhage. A diagnosis of carneous mole was made originally 
but was changed to one of a single fibroid. The uterus was opened from 
the abdomen and the mole was removed entire. 

In the second case the patient died two hours after the expulsion of 
a hydatidiform mole, from hemoptysis. The autopsy showed invasion by 
fragments of deported villi. The uterus showed nothing which could be 
diagnosed as chorion epithelioma. 

In the third case the uterus did not respond to the insertion of a 
Horrocks bag and a_ hydatiform mole was removed by abdominal 
hysterotomy. 

Stevens advocates the insertion of a bag as the ideal treatment of 
hydatidiform mole whereby the uterus is made to empty itself. 

Rupture of the uterus treated by plugging the rent. 

A desperate case of rupture was treated by delivering the placenta through 
the tear which was prcked from the vagina. The patient recovered. 
The treatment of sterility. 

In an analysis of 300 cases, the man was at fault in 21.3 per cent. 
and the woman in 47 per cent. For the remainder, in which no satisfactory 
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cause could be found, the author considers that the use of contraceptives 
was to blame. In cases in which CO, passes with difficulty or in which 
the uterus is bulky and retroverted, the author advises Hobbs’ glycerine 
treatment. Coitus is forbidden for three months; glycerine is injected 
daily for three weeks and then every two or three days for two months. 
Coitus is ordered on the seventh, ninth and eleventh day after the period. 
The insufflation test is best carried out about four to seven days after 
the period. 
A. Walker. 


The Practitioner. 


March, 1927. 
*The delivery of the membranes in normal labour. F. Keane. 

April, 1927. 
Marriage. N. Haik. 
*The disorders of pregnancy and the vicious circle. J. B. Hurry. 

May, 1927. 
*Occipito-posterior presentation of the vertex. D. Miller. 
The relationship of the doctor to the expectant mother. A. E. Chisholm. 


The delivery of the membranes in normal labour, 

Keane considers that although expulsion of the placenta requires 
contraction of the uterus, the membranes require relaxation of the uterus 
for their complete delivery. He waits until the uterus is relaxed and then 
gently pulls on the membranes. 


The disorders of pregnancy and the vicious circle. 

The author discusses the numerous vicious circles which may be 
associated with the complications of pregnancy : c.g. Abortion — Defective 
Involution + Endometritis ; Impaction of Uterus = Arrested Micturition — 
Repletion of Bladder; Toxaemia->Nephritis— Impaired Elimination ; 
Pernicious Vomiting Starvation —» Acetonzemia; ete. 


Occipito-posterior presentation of the vertex. 

In a survey of 750 cases, Miller finds that the incidence of occipito- 
posterior is 18 per cent. of vertex cases. In sixty per cent. spontaneous 
rotation occurred. 12 per cent. were delivered spontaneously face to pubes. 
In 6.4 per cent there was arrest at the brim due in almost every case to 
the position of the head. In a large percentage of cases no further help 
was required than manual rotation. In 18.6 per cent. the head was 
arrested in the pelvic cavity. In half of these the head lay obliquely; in 
more than a third it had rotated backwards, and in a few cases it was 
arrested in the transverse position. In more than half of these the head 
was manually rotated ; in a quarter it was rotated by the forceps, and the 
remainder was either delivered as face to pubes or the head was perforated. 


The author finds that rotation by forceps is unsatisfactory, the foetal 
mortality is 20 


per cent. and there is a high percentage of maternal 


injuries. The puerperium was febrile in 33 per cent. If manual rotation 
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is impossible the results obtained by episiotomy and delivery face to 
pubes are much more satisfactory. 

Early rupture of the membranes occurred in 28 per cent. Slow engage- 
ment of the head in 18 per cent.; the foetal heart was heard in the flank 
and in the opposite anterior quadrant in 15 per cent. Normal mechanism 
was observed in go per cent. of the cases in which the head engaged 
normally and the membranes remained intact. The author advocates 
rotation of the head at the commencement of the second stage of labour. 

A. Walker. 


American Journal of Obstetrics and Gynecology. 


November, 1926. 

*Studies in anesthesia, anoxeemia, anhydremia and eclampsia, with certain 
deductions concerning the treatment of eclampsia. H. J. Stander. 
*Heemostasis in vaginal hysterectomy for procidentia. A. B. Spalding. 
*The treatment of granuloma inguinale with tartar emetic. J. McGlinn. 

*Suppression of urine in connection with pregnancy. J. C. Hirst. 

*Infarcts of the placenta: A study of seven hundrec consecutive placentas. 
R. S. Siddall and F. W. Hartman. 

The clinical significance of the sedimentation test as a diagnostic and 
prognostic sign. J. O. Polak and V. P. Mazzola. 

*The relation of basal metabolism to sterility. J. C. Litzenberg. 

*The incidence of dental caries in pregnant women. D. E. Ziskin. 

*The frequency and meaning of backache in gynecology. F. W. Lynch. 

*The technique of Cesarean section with special reference to the lower 
uterine segment incision. J. M. Munro Kerr. 

The occipito-posterior position. C. S. Barnes. 

Further studies in sedimentation. J. L. Baer and R. A. Reis. 

Certain observations regarding prolongation of pregnancy. W. Nicholson. 

*Abdominal pregnancy developing as the result of a utero-peritoneal 
fistula following Cesarean section. J. T. Williams. 

Collective review -Hypercholesterolemia during pregnancy. C. F. Fluh- 
mann. 

December, 1926. 

How pathology of fibroid tumours of the uterus will determine the 
selection of radium or operation in their treatment. J. O. Polak. 
*Post-mortem findings in ten cases of toxemia of pregnancy. J. W. Bell. 

*Ureteral obstruction in women. G. M. Laws. 

Intra-uterine death of the feetus due to abnormalities of the umbilical cord. 
EB. 2. Kang. 

Maternal and infant mortality in 4,488 cases in an outdoor clinic, 1922 
1925. H. Bailey. 

*Periodicity of sex desire. Part I. Unmarried Women, College Graduates. 
K. B. Davis. 

*The effect of treatment of the syphilitic pregnant woman upon the 
incidence of congenital syphilis. D. I. Belding. 

Placental transmission. IV. The protein fractions in fetal and maternal 
plasma. KE. Plass and C. Matthew. 

The preventive aspects of post-partal care. C. Miller. 
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Curettage of the uterus, its indications and advantages. H. Miller. 

The value of glucose and insulin to the obstetrician and gynzecologist. 
W. Levy. 

Intra-cranial haemorrhage of the newborn. J. Dicks. 

The Voorhees bag in the induction of labour; a criticism. A. Madden. 

On the gastric juice during pregnancy. F. Arzt. 

*Referred pain in the shoulder in ruptured tubal pregnancy. W. Danforth. 

Report of a case of acrania causing malpresentation and accidental 
hemorrhage. <A. J. Fleischer. 

Report of a case of congenital malformation and arrested development 
of the colon. G. K. Sims and H. L. Meyers. 

Spirochetze in the thymus gland. A case report. J. R. McCord. 

Selected abstracts : Uterine malpositions. 


January, 1927. 

*Placenta circumvallata. J. Whitridge Williams. 

*Two rare ovarian tumours. Adenofibroma and dermoid cyst associated 
with multiple ovarian fibromata. S. A. Wolfe. 

Report of a case of interstitial pregnancy with well preserved fetal cavity. 
I,. Musselman. 

Visceral manikins in carved ivory. Le Roy Crummer. 

The relation between celibacy in women and defective pelvic organs. 
W. Alvarez. 

The respiratory exchange of the fetus. H. J. Stander. 

Functional diseases of the female genital organs. kB. Friedlander. 

Roentgen ray treatment of benign gynecologic diseases. P. Werner. 

Uterus duplex bi-collis, vagina simplex, and = superfcetation. G. LL. 
Mecench. 

*Vicarious (supplementary) menstruation with the report of a -case. 
D. C. Elkin. 

A comparison of the content of potassium in maternal and_ placental 
serum, H. Bakwin and H. Rivkin. 

*Some observations upon the vaccination of pregnant women and newborn 
infants. J. A. Urner. 

Protection of the cervix uteri during labour. A. I). McDonald. 

Spinal anesthesia in Cresarean section for toxeemia of 

B. M. Astley. 

*Cancer of the cervix complicating pregnancy, showing the harmfut 
effects of radium upon the fetus. J. M. Mundell. 

*The treatment of hyperemesis gravidarum, with particular reference to 
the use of glucose and insulin. Report of 18 cases. KE. G. Waters. 

An excellent substitute for breast milk. D. A. Callhoun. 

The results obtained in treated and untreated 
pregnant negro women. J. R. McCord. 

The umbilical cord encircling the neck and its relation to intra-partum 
complications. I,. FE. McCaffrey. 

Blood dyscrasia complicating pregnancy and the puerperium, with 
report of two cases. S. Krell. 

Maternal mortality : The risk of death in childbirth from all diseases 
caused by pregnancy and confinement. 

Selected abstracts 


pregnancy. 


cases of syphilis in 


a 


Endocrinology and ovarian transplantation, 
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February, 1927. 

*The bacterial content of the uterus at Caesarean section. J. Harris and 
J. Brown. 

*Carcinoma of the cervix uteri as treated in the gynecologic department 
of the University Hospital (Series II, 1919—1923). J. Clark and L. K. 
Ferguson. 

*Some results obtained with parathyroid extract in the control of idio- 
pathic menstrual bleeding. E. Allen, E. Compere Jr., and W. Austin. 

The origin of the common cystic structures of the human placenta. 
R. Paddock and E. Greer. 

Carcinoma of the cervix uteri, a clinical and pathological study. 
C.F. Fluhmann. 

Iniencephalus with the report of a case. W. Weiz and B. Lieberman. 

Hydatidiform mole complicated by perforation of the uterine wall ard 
secondary chorioepithelioma of the pelvis. P. B. Bland. 

The significance of thyroid enlargement during pregnancy. J. W. Hinton. 

Uterine prolapse associated with spina bifida in the newborn, with report 
of a case. I. H. Noyes. 

Spinal anesthesia in gynecology, with a report of fifty cases. A. J. 
Murphy. 

Observations on the use of castor oil, quinine and pituitary extract in 
the induction of labour. A. Mathieu. 

Is the sedimentation test of practical value in gynzecology ? P. Williams. 

Narco local anesthesia in Ceesarean section. F. Keller. 

The fallacy of the present treatment of post-parturient breast. W. Van 
Dolsen. 

Non-specific protein therapy in gynecology. L. Averett. 

Hydramnios in uniovular twins; with the report of a case. J. Carrell. 

Peritoneal actinomycosis with the report of a case. T. H. Cherry. 

The reliability of the Wassermann reaction in pregnancy. A report on 
five hundred cases. J. R. McCord. 

Report of bilateral dermoid cysts of the ovaries in a young girl. J. P. 
McDowell. 

Selected Abstracts —Gynzecologic Diagnosis. 

March, 1927. 

*Factors influencing end-results in carcinoma of the cervix after irradia- 
tion. R. A. Kimbrough and C. Norris. 

*Krukenberg tumours and their practical problems. J. Jarcho. 

*Pregnancy following inversion of the uterus. N. Miller 

Intramural abscess of the uterus with report of a case. D. Feiner. 

Endometrial tissue in the abdominal scar following Czesarean section. 
O. H. Schwarz. 

*A consideration of some of the aspects of sterility. G. L. Moench. 

*Separation of the symphysis pubis with the report of six cases. 
S. Boorstein. 

The ‘‘Anatomia Infantis’? of Gabriel De Zerbi. Le Roy Crummer. 

The time of ovulation and the prognosis in artificial insemination. 
O. Grosser. 

*Abdominal Cresarean section in Detroit in 1926. W. W. Welz. 

Purpura hemorrhagica complicating pregnancy. Report of a case. 
H. Hottenstein and W. Klingman. 
Urinary disturbances following gynecologic operations. T, Kahn, 
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A study of three hundred pregnant negro women having a four-plus 
Wassermann. J. R. McCord. 

Spontaneous rupture of a Cesarean scar. H. C. Williamson. 

Collective Review—New Books. R. T. Frank. 


April, 1927. 

The apostle of casuistry in medicine. An idealization of Theophilus Parvin. 
G. Mosher. 

The details of post-partum care. J. O. Polak. 

*The obstetric future of women delivered by the low or cervical Ceesarean 
section. LL. Phaneuf. 

*Lipiodol injections of the uterus and oviduct. L. Randall. 

*Puerperal infections due to anzerobic streptococci. O. H. Schwarz. 

*Rectal ether analgesia in labour. Technique and results in 5,800 cases 
at the New York Lying-in Hospital. J. Harrier. 

Pre-natal study and what it accomplishes. T. Welton. 

The conduct of labour and the management of obstetric emergencies. 
An analysis of 6,562 consecutive cases of labour conservatively managed. 
C. Gordon. 

*Vaginal hysterectomy and its indications. J. W. Kennedy. 

Transverse excision of the fundus uteri with ovarian conservation. 
O. Beuttner. 

The biologic defence in puerperal infections. P. Findlay. 

A contribution to the physical therapy of uterine affections. J. Riviere. 

The ruptured uterus. A. Davis. 

A comparison of the methods used in malignancy. G. W. Crile. 

Observations on heart disease complicating pregnancy. B. Hamilton and 
F. Kellogg. 

The developmentally unfit infant. G. Van Amber Brown. 


Studies in anesthesia, anoxemia, anhydremia and eclampsia, with certain deductions 
concerning the treatment of eclampsia. 

This very interesting experimental study by Stander upon the eftects 
of anesthetics etc., brings to light some important facts. It has been 
known for years that chloroform may prodtice profound lesions in the 
liver, but it has not been realized that similar but less extensive changes 
occur after the administration of ether, nitrous oxide and ethylene. The 
author shows that marked fatty changes occur not only in the centre of . 
the liver lobules but throughout its entire extent in dogs which have been 
anesthetized for so short a time as fifteen minutes. Moreover, even this 
short aneesthesia causes degenerate changes in the epithelium of the 
convoluted tubules of the kidney. 

Morphia and chloretone gave rise to no discoverable lesions of the liver. 
Chloral called forth an intense congestion; while veronal, urethane and 
paraldehyde gave rise to pronounced lesions. There is a marked similarity 
between the blood changes in eclampsia and those of general anesthesia. 
The obvious deduction, therefore, is that it is dangerous to superimpose the 
toxic effects of aneesthesia upon the already damaged liver of the eclamptic. 
Insulin not only relieves the acidosis and hypergiycemia but also 
diminishes the lactic acid content of the blood. Magnesium sulphate has 
been used recently in the treatment of eclampsia, and for this reason it 
was included in the drugs studied, It was found that magnesium 
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sulphate reduced the CO,-combining power of the blood and increased the 
blood sugar slightly. After its use the liver showed degenerative and 
congestive changes. The author therefore considers that the value of this 
drug in eclampsia is dubious. The article concludes with a discussion of 
the theoretical causes of hyperglycemia in eclampsia and anzesthesia and 
the réle of anoxzemia in the process. 


Hemostasis in vaginal hysterectomy for procidentia. 

Spalding performs vaginal hysterectomy combined with colporrhaphy 
in go per cent. of his patients suffering from various conditions of prolapse. 
He ligatures the utero-vesical ligaments separately and then opens the 
utero-vesical pouch, and, having ligatured the broad ligaments from above 
down, he clamps and ties the utero-sacral ligaments last of all. The 
stumps of the vessels are sutured below the bladder and the vesico-vaginal 
fascia is overlapped and sutured to the edge of the vaginal vault This is 
followed by a colpoperineorrhaphy. 


The treatment of granuloma inguinale with tartar emetic. 

This appears to be a very common disease in America for the author 
says that “there is never a time when they do not have one or more cases 
in Hospital.” The lesion usually starts as a small non-inflammatory 
papule on the vulva which ruptures and exudes a purulent fluid. The 
process spreads with distruction of the skin and the production of exuberant 
granulation tissue. Necrosis occurs in the centre and the surface is 
covered with a scanty mucoid exudate which, while non-offensive, has a 
peculiar and typical odour. The advanced cases show large granulating 
areas with, here and there, cicatrical tissue and on the edges papules of 
new growth. This picture has caused it to be confused with lupus. The 
usual site of the disease is the labia majora but in advanced cases the 
whole of the labia and groin may be involved. The lesion is painless. 
It appears to have no ill-effect upon pregnancy but delivery has usually 
to be effected by Cresarean section. The causal organism is supposed to 
be the encapsulated bacillus described by Donovan, which is found in the 
large mononuclear cells. Tartar emetic in doses of 1/10 grain in 10.0 c.c¢. 
normal saline is a specific in the disease if given once a week by intra- 
venous injection ; the action is prompt and healing can be seen to commence 
within 48 hours. The disadvantage of the treatment is that the antimony 
causes thrombosis of the vein into which it is given so that new sites 
have to be found for each injection. The second objection is that it causes 
very severe joint pains, and may cause degenerative changes in the kidney. 
The disease is liable to recur. Experiments are being conducted with two 
antimony compounds, namely, sodium antimony thioglycollate and a 
synthetic compound, the triamide of thioglycollic acid. These compounds 
appear to act as promptly as tartar emetic but have not the same 
disadvantages. 


Suppression of urine in connection with pregnancy. 

The report includes examples of three types of suppression of urine 
during pregnancy. (1) Complete suppression due to kidney degeneration, 
sometimes called “idiopathic anuria;’’ (2) suppression due to urinary 
calculus, and (3) suppression due to uretral cedema and pressure. The 
case of idiopathic suppression is one of a previously healthy woman who, 
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after the spontaneous delivery of a macerated foetus, only passed nine 
ounces of urine during the nine days during which she lived, in spite of 
decapsulation of the kidney. Her Wassermann was negative. This is, 
in the author’s opinion, an example of toxic suppression. The other 
causes of non-obstructive suppression are chemical poisons, especially 
mercurochrome, and degenerative nephritis. 

The second case was one of calculous anuria for four days who recovered 
by surgical treatment. 

The third type of urinary reduction is represented by two cases of 
eclampsia associated with recent hydronephrosis. 


Infarcts of the placenta: A study of seven hundred consecutive placentas. 

This is a very detailed review of the various opinions held by 
authorities upon the question of the nature and cause of infarcts in the 
placenta. The authors divide the infarcts into four types. They found 
that they were present in about 70 per cent. of 700 placentas which they 
examined and thas about only six per cent of the patients had tonic 
symptoms. On the other hand, the infarcts were larger and more numerous 
in patients with toxeemia. The authors consider that the infarcts represent 
a result and not a cause of toxaemia. 


The relation of basal metabolism to sterility. 

The classical relationship between the female genital functions and the 
thyroid gland have not up to now been correlated with sterility. Litzenberg 
was induced to take up an investigation on the question of the basal 
metabolism in relation to conception by the accidental discovery of thyroid 
insufficiency in a patient who consulted him for sterility and whom he 
cured by the adininistration of thyroid extract. He has now investigated 
nearly one hundred cases and so far his observations confirm his surmise 
that thyroid extract is of value in the treatment of those cases of sterility 
which are associated with hypothyroidism. In estimating the basal meta- 
bolic rate he has assumed that the normal lay between ten degrees above 
or below unity. 


The incidence of dental caries in pregnant women, 

Ziskin has proved statistically that the adage of ‘fa tooth for a child” 
is no more true than the existence of the oft quoted “cork”? leg, and that 
contraconception will not prevent bad teeth. The only known method of 
insuring perfect teeth throughout life is to die young. 


The frequency and meaning of backache in gynecology. 

As the result of a pre-operative and follow-up study of 1,041 gynieco- 
logical operation cases Lynch states that he is justified in believing that 
backache is due to pelvic congestion in roughly eighty per cent of 
gynecological cases and that orthopedic conditions account for the rest. 


The technique of Cesarean section with special reference to the lower uterine segment 
incision. 

[his article sets out the advantages of the lower uterine segment 
incision over the classical operation and the remarks on the technique are 
confined to the newer operation. Munro Kerr has used a curved incision 
with the convexity downwards in his recent cases, whereby he avoids the 
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troublesome bleeding from the big vessels which is one of the disadvantages 
of the operation. Whenever the cervix is sufficiently dilated in “doubtful” 
cases he delivers the placenta by expression after the abdomen is closed. 
Otherwise the technique is on the usual lines. 


Abdominal pregnancy developing as the result of a utero-peritoneal fistula following 

Cesarean section, 

Williams is probably correct in saying that the following case is 
unique :The patient’s second pregnancy was terminated by Cesarean section 
and convalescence was normal. The third pregnancy proceeded normally 
up to two weeks before the expected date of labour when a sort of false 
labour set in and henceforth no fcetal movements were felt. Expectant 
treatment was adopted for the next five weeks but when she had gone three 
weeks over the expected date of the labour, an abortive effort was made 
to induce labour by bougies. Williams was then called in and finding no 
presenting part in the pelvis decided to deliver by laparotomy. He then 
found that a macerated child lay in an adventitious sac outside the uterus 
but which communicated with the uterine cavity by a narrow passage. 
The uterus itself was retroverted and buried in adhesions at the bottom 
of the pelvis, and the adventitious sac lay between it and the abdominal 
wall so that the child was extracted without opening the general peritoneal 
cavity at all. The author thinks that the ovum ruptured at an early date 
into the peritoneal cavity through the Czesarean scar. The appendages 
were not seen so that the author.has not proved his case to the exclusion 
of a tubal pregnancy which was made to communicate with the uterine 
cavity by the passage of the bougies through the Ceecarean scar. The 
patient, though heavily infected at the time of the operation, made a good 
recovery. 


Post-mortem findings in ten cases of toxemia of pregnancy. 

From a careful study of the post-mortem histology of the livers of 
women who have died from toxemia in pregnancy, Warren Bell finds 
that there is little agreement in the lesions which include passive 
congestion, localized fatty infiltration, acute yellow atrophy, infarction, 
hemorrhagic necrosis, cellular infiltration of the portal spaces. These 
data weaken his belief that there is any one lesion which can be considered 
as typical of, or essential for, toxic pregnancy. 


Ureteral obstruction in women. 

Laws has investigated the condition of the ureters in fifty patients. 
Obstructive lesions due to stricture, either tuberculous or traumatic, were 
found in six cases. The symptoms of ureteral obstruction due to stricture 
are the same as those caused by stone. There may be hydro-ureter, hydro- 
nephrosis or back pressure effects upon the renal parenchyma. Having 
made the diagnosis by means of the bulb-ended ureteric catheter, gentle 
gradual dilatation is the best treatment. 


Periodicity of sex desire. Part I. Unmarried Women. College Graduates. 

Those who have an interest in statistics with a lecherous flavour may 
wish to read this article by Katherine Davis, Ph. D., General Secretary 
to the Bureau of Social Hygiene. It consists of an analysis of the replies 
to a series of questions upon sexual sensations and desires which were 
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broadcast to one thousand unmarried University girls. If there be any 
value in such knowledge we may congratulate ourselves that it has not 
had to be obtained at the expense of our English girls. 


The effect of treatment of the syphilitic pregnant woman upon the incidence of 
congenital syphilis. 

Belding’s statistics indicate that a large proportion of children born 
of syphilitic but untreated mothers never develop syphilis. The trans- 
mission of the disease to the infant in utero depends upon the type and 
duration of the disease, upon the resistance of the untreated mother and, 
to a limited extent, upon the element of chance. At least some of the 
apparently excellent results reported in the literature of the subject would 
have been obtained without anti-syphilitic treatment if the statistics had 
been controlled by a corresponding series of untreated cases, for the 
inajority of the children of syphilitic mothers show no evidence of the 
disease. In spite of this the author urges early and thorough treatment 
in all pregnant women whose Wassermann is positive. 


Referred pain in the shoulder in ruptured tubal pregnancy. 

The writer has encountered two cases of this recently recognized sign 
of intra-abdominal bleeding. In the first, a well-known surgeon and 
teacher was led to consider the upper abdomen as the site of the lesion, 
for he contended that shoulder pain was not associated with trouble in 
the pelvis. The second case also gave considerable trouble to a general 
surgeon and for this reason the writer thinks that it is proper again to 
draw attention to this sign. 


Placenta circumvallata. 

Whitridge Williams sums up his investigations into the causes and 
effects of placenta circumvallata by saying that it has no clinical signifi- 
cance, but that it is a developmental abnormality whose genesis is at 
present unknown. 


Two rare ovarian tumours: Adenofibroma and dermoid cyst associated with 
multiple ovarian fibromata, 
Wolfe reports an instance respectively of an adenofibroma of the ovary, 
and of a dermoid associated with an ovarian fibroma. 


Vicarious (supplementary) menstruation with the report of a case. 

The case here reported by Elkin is an instance of bleeding from various 
organs coincident with menstruation. The cure of the condition by the 
removal of an ovarian abscess apparently proves to him that extra-uterine 
bleeding can be caused by ovarian dysfunction. 


Some observations upon the vaccination of pregnant women and newborn infants. 
Urner had the opportunity of performing a number of vaccinations 
during pregnancy during an out-break of smallpox and as the patients 
were kept under observation his conclusions are of value. Pregnant women 
can be vaccinated at any time during pregnancy without any fear of ill- 
results. Newborn infants should be vaccinated early as they bear the 
reaction well—in fact better than when vaccinated later. The transmission 
of immunity from the vaccinated mother to the feetus in utero is not of 
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sufficient consequence to protect the child. The author has no experience 
of the vaccination of premature infants, but thinks that they might be 
vaccinated if fairly robust. 


Cancer of the cervix complicating pregnancy, showing the harmful effects of radium 
upon the fetus, 

Mundell’s object in writing this paper is to show the dangers of radium 
treatment to the foetus in pregnancy. Reports are supplied showing the 
harmful effect of radium and X-rays upon pregnant mammals, and also of 
the injurious action of the rays upon pregnant women. Enough cases have 
been reported to convince the author that women must not be subjected to 
radium treatment if there is any chance of their going to term. The same 
dictum applies to intensive X-ray treatment though there does not appear 
to be any evidence that the diagnostic use is dangerous. 

The writer quotes fourteen reported cases in which pregnant women 
who have been treated by radium or X-rays, have delivered apparently 
healthy children, and fifteen cases also reported in the literature in which 
the application of this form of treatment was held to have caused very 
serious injury to the foetus. But even in the first series the babies were 
all reported to be sinall, though it is at least possible that it was the 
disease from which the mother suffered, rather than the treatment which 
she received, which hampered the development of the foetus. Never-the- 
less, the possibility that a deformed child may be born as the result 
of the use of radium as a curative element is so strong that such treatment 
should not be employed during pregnancy. If hysterectomy is not 
possible, cauterization is the only possible form of treatment. 


The treatment of hyperemesis gravidarum, with particular reference to the use of 
glucose and insulin, Report of 18 cases. 

Of the eighteen patients in this series, Waters treated thirteen with a 
high carbohydrate diet, saline hypodermoclyses, sufficient fluid intake, 
intra-venous injections of corpus luteum, and by various methods of 
syinptomatic treatment before the glucose and insulin injections were used 
which cured the patients with one relapse which rapidly responded to 
treatment. All were very serious cases with exhaustion, emaciation, 
dehydration, beginning nephritis or early jaundice. 


The bacterial content of the uterus at Cesarean section, 

It is becoming, as Harris and Brown point out, a more recognized- fact 
that the mortality following Ceesarean section is much greater than is 
generally stated. We know that in general terms the longer the time 
which has elapsed since the onset of labour the more dangerous is the 
operation. The authors, in their bacteriological study of the liquor amnii at 
the time of ‘Caesarean sectiom in fifty cases, confirm the usually accepted 
statement that the cavity of the uterus is sterile up to the onset of labour. 
But this sterility cannot be relied upon to last for more than six hours. 
Rupture of the membranes vastly increased the liability of the uterus to 
infection but the intact membranes do not appear to offer the effective 
barrier to the entrance of bacteria which we have supposed for the 
membranes were unruptured in seven out of twenty-two patients from 
whom bacteria were found in the liquor amnii. 
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There is no doubt that vaginal examination during labour increased 
the likelihood of infection, and the authors put in a plea for the substitution 
of rectal examinations. 

All the fifty patients covered by this study left the hospital in good 
condition. Over half the patients with sterile cultures had febrile puerperia 
but, almost without exception, those who had positive cultures had a 
febrile convalescence. 


Carcinoma of the cervix uteri as treated in the gynecologic department of the 
University Hospital (Series II 1919—1923). 

The study is based upon a group of 214 patients during the five years 
1919—23. Of this number 30 cases have had to be rejected. Of the remaining 
184 cases 13.8 per cent are “five year cures.” The treatment given was 
radium with or without palliative operation. The authors have given 
attention to the initial symptoms complained of by the patient from which 
it appears that those affecting the urinary tract are the least frequent but 
at the same time they indicate the most fatal type. 


Some results obtained with parathyroid extract in the control of idiopathic menstrual 
bleeding. 

The three authors concerned in the investigation as to the value of 
parathyroid extract are unable to form any definite conclusions as to the 
permanent effect of the injections, but they incline to the view that the 
bleeding time and clotting time of the blood are definitely shortened and 
that the number of days and the total loss were diminished and finally 
that the general condition of the women was improved. 


Factors influencing end-results in carcinoma of the cervix after irradiation. 

The authors’ investigation was undertaken in an effort to explain the 
different response of various cases of carcinoma of the cervix to radium 
treatment. It has been the experience of every gynecologist that some 
cases respond readily to treatment and others appear to be unaffected by 
irradiation. 

Cervical carcinoma may be divided into two types: epidermoid and 
adenocarcinoma. The epidermoid type is further subdivided into (a)* the 
prickle-cell type; (b) the transitional type and (c) the basal-cell type. 
The basal-cell type is the most malignant but at the same time it is the 
most readily treated by radium. The prickle-cell type is less malignant but 
less readily cured by radium. On the whole, therefore, the characteristics 
of the one offset the other so that the final result is about the same. The 
results of the transitional type of cell lie between the above. 

As would be expected the best results are obtained in the earliest stages 
of the disease The papillary type is the most favourable, and cases most 
successfully treated are between the ages of fifty and fifty-five years. The 
worst results are in women under forty and over sixty. The final salvage 
out of 263 cases for five years was 13.7 per cent. 

Krukenberg tumours and their practical problems 

This long and exhaustive article which contains a very full biblio- 
graphy includes details of seven cases of the Krukenberg tumour. Of 
these, six followed gastric carcinoma, but the origin of the seventh could 
not be determined. Evidence was collected of the retrograde propagation 
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of gastric carcinoma along the lymphatics, and it is improbable that the 
ovaries are the first place of metastatic formation nor do the uterus or 
appendages possess any selective power. 


Pregnancy following inversion of the uterus, 
This review of the subject by Norman Miller cannot be abstracted but 
it contains a large amount of information and a large number of references. 


A consideration of some of the aspects of sterility. 

Moench in this article discusses very fully many of the possible factors 
which may influence sterility and abortion, and he is inclined to suggest 
that the male partner is often to blame, but that many abortions are only the 
method adopted by nature to prevent abnormal offspring and he askes 
whether it is worth while to try to save these products of gestation. The 
article is interesting but contains a considerable amount of rather highly 
specialized information. 


Separation of the symphysis pubis with the report of six cases, 

Boorstein is able to report six cases of this accident. In four of them 
the patient was delivered by forceps; one had a spontaneous delivery, and 
in one the trouble was found during pregnancy. The symptoms are pain 
in the pubic and sacro-iliac joints, difficulty in walking and a gap can 
be felt in the pubic joint. The treatment is to strap the pelvis and later 
a belt can be made. The prognosis is ‘“‘not so bad as the obstetricians 
would want us to believe’’! 


Abdominal Cesarean section in Detroit in 1926. 

This is a very outspoken account of the cases of Czesarean section 
performed in Detroit. The maternal mortality was 13 per cent. which is, 
as Welz says, too high, especially when it is associated with an infant 
mortality of 11 per cent. These bad results followed the indiscriminate 
performance of abdominal section by surgeons who do not understand the 
indications and contra-indications for the operation. The maternal death- 
rate for eclampsia was over 42 per cent. The article will be useful to those 
in this country who paraphrase the old whist rule and when in doubt 
perform Czesarean section. 


The obstetric future of women delivered by the low or cervical Cesarean section. 

The question which is interesting most obstetric surgeons in connection 
with the low or cervical incision for Cesarean section is the strength of 
the scar as tested by subsequent labours. The literature now records 
only ten cases of rupture in 3,600 operations. Phaneuf has been doing 
the operation since tg1g and here he records 71 cervical operations 
performed upon 30 women. Twenty-two of the patients had the operation 
twice and the remaining eight had three or four operations, showing that 
the operation can be repeated. Very few adhesions were found and in 
no case was there any sign of weakening of the scar. There was no difficulty 
in separating the bladder as might have been anticipated. Four women 
were subsequently delivered by the vagina with no sign of weakening of 
the scar. 
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Lipiodol injections of the uterus and oviduct. 

Randall has used lipiodol for six months in the Mayo Clinic to demon- 
strate the site of occlusion which was shown to exist by the Rubin test. 
He thought that six of the eighteen tested might expect success from 
operative treatment, but for one reason or another only two have been 
operated upon and one is now four months pregnant. The cases which 
may be expected to benefit from operation are those in which the occlusion 
is at the fimbriated end of the Fallopian tube. 


Puerperal infections due to anzrobic streptococci. 

This interesting paper points out the frequency of anrobic streptococci 
as a cause of puerperal infection and to illustrate some of his typical cases 
from a bacteriological point of view. The infection in most instances 
remains confined to the endometrium and causes an offensive discharge. 
Thrombophlebitis is not common but the author thinks that in future he 
will ligature the veins and remove the uterus in any cases of this type. If 
it is to be done, it must be done as soon as the organism is found in the 
blood. 


Rectal ether analgesia in labour: Technique and results in 5,800 cases at the New 
York Lying-in Hospital. 

The relief of pain in labour is always open to the two objections that 
labour may be prolonged or the safety of the mother or child endangered, 
but the author of this paper has come to the conclusion, from an experience 
of 5,800 cases, that rectal analgesia is of all methods of relieving pain the 
least likely to prolong labour and that it is a method which is free from 
danger to mother or child. There is no obstetric contra-indication to the 
use of the treatment once active labour has begun. It may be used in the 
home as well as in a hospital. There are minor disadvantages caused by 
the occasional expulsion of small amounts of feecal matter and oil but they 
can be avoided. There have been a few cases of abscess from the 
magnesium sulphate morphine injections. 

In regard to results, pain is greatly relieved in 85 per cent. of cases 
and no increase in asphyxia or still-births has been noted. The only 
contra-indication is uterine inertia. 


Vaginal hysterectomy and its indications, 

The author thinks that vaginal hysterectomy is the best method of 
removing a uterus and that of all methods of doing the operation the clamp 
method is the best. 

W. W. King. 


Surgery, Gynecology and Obstetrics. 


Vol. xliv, No. 4, April, 1927—Part 1. 
Splanchnic anzesthesia : A critical review of the therapy and practice of 
this method. G. de Takats. 
*Studies in sterility of women. J. O. Polak. 
*The Baldwin operation for the formation of an artificial vagina: Report 
of six cases. S. Judin. 
Obstetrical paralysis. J. W. Sever. 
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*A new method of correcting complete inversion of the vagina; with or 
without complete prolapse : Report of two cases. N. F. Miller. 

*A recto-abdominal maneuver for determining the engageability of the 
fetal head. E. D. Resnik. 

Total or sub-total hysterectomy for fibroids. M. Kahn. 

Vol. xliv, No. 5, May, 1927. 

End-results in five hundred and sixty-three cases of breast cancer. 
B. F. Schreiner and A. T. Stenstrom. 

*An endometrial growth in the right labium majus: with a discussion of 
the origin of this type of tumour. J. S. Henry. 

*Variations of the prognosis of endometrial carcinoma as indicated by the 
histological structure. W. S. Lindsay. 


Vol. xliv, No. 5a, May, 1927. (Cancer Control Number). 
The radiological treatment of cancer. R. B. Greenhaugh. 
The evidence of the value of education in the control of cancer. J. C. 
Bloodgood. 
The prevention of cancer. J. Ewing. 
How we should regard the new theories of the origin of cancer. G. Roussy. 
The clinical value of certain phases of cancer research. F.C. Wood. 
The practical value of researches into the causes of cancer. A. Leitch. 
Professor W. Blair Bell’s method of treating cancer. F. C. Wood. 
Vol. xliv, No. 6, June, 1927. 
*Ceesarean section followed by temporary exteriorization of the uterus : 
The Portes operation. L. E. Phaneuf. 
*Hysterectomy of the fundus. P. Lecéne and G. d’Allaines. 
The utilization of the round ligaments in tubal sterilization. J. Hofbauer. 
The use of mercurochrome 220 soluble in peritoneal and other cavities for 
sepsis. R. T. Davis. 
*The Kocher abdominal fixation for certain types of proiapse of the uterus. 
W. J. Mayo. (Editorial). 


Studies in sterility of women. 

Sterility is defined by Polak as the inability on the part of the woman 
to produce a living child, and he classifies it as: (1) absolute, and (2) 
relative. 

Absolute sterility is a condition in which impregnation is obviously 
impossible because of such defects in the genital apparatus that either 
the avenues of transit or the organs of reproduction are absent or defective. 

Relative sterility may be either (a) primary or (b) secondary. When 
of primary origin the woman does not conceive under normal conditions 
during the first few years of married life. This may be due to such 
idiopathic conditions as fetalism, infantilism, and endocrinal deficiences. 
Arbitrarily, a woman is considered sterile when no contraceptive measures 
have been employed, if she does not conceive within 17 months of married 
life. 

Secondary sterility is usually acquired and is most frequently the result 
of birth traumatism or infections following upon childbirth or gonorrhea. 

In the consideration of any case of barrenness in a woman, the physician 
must remember that there are five basic requisites to conception and the 
healthy development of the ovum. 
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1. Healthy, active spermatozoa (having ‘‘progressive vibratile’’ motion) 
deposited by coitus in the posterior fornix or on the cervical portio. 

2. A perfectly matured ovum. 

3. A patent tubo-uterine tract which will allow the free transit of the 
spermatic particles to the outer third of the Fallopian tube and permit the 
passage of the fecundated ovum to its final resting place in the uterine 
mucosa. 

4. A normally developed corpus with its progressive changes which 
control the nutrition and the development of the ovum. 

5. Normal secretions in both man and 


woman with biochemical 
reactions which are compatible. 


After excluding causes in the male and reviewing each of these in turn, 
together with the appropriate treatment. Polak’s conclusion is that there 
are many unsolved problems in this interesting subject, and with all we 
have learned most of our cures are by accident or are incidental for there 
are psychical and biochemical factors in the consummation of the marriage 
act that can and do prevent conception in the anatomically perfect. 


The Baldwin operation for the formation of an artificial vagina, Report of six cases. 

Reporting six cases of this operation, Judin found that in all six cases a 
good artificial vagina was made which satisfied both husband and wile. 
Some of the patients said that to a considerable degree they had libido 
and orgasm. Other complications were pains from peristalsis of the 
resected intestine and secretion of phlegm. 

The pains were noted in two of the cases soon after the operation only 
and ceased very soon without treatment. As this pain is brought on by 
the straining of the mesentery during increased peristalsis of the intestine, 
its severity depends upon the width of the mesentery. 

Judin cannot think of a sure way to avoid these pains as it is difficult 
to do anything to make the mesentery longer without endangering the 
nourishment of the intestine. The pains, however, soon pass away, probably 


as soon as the intestine and the mesentery adapt themselves to the new 
position. 


A new method of correcting complete inversion of the vagina: with or without 
complete prolapse: Report of two cases. 
Miller describes the technique of his operation for correcting complete 
inversion of the vagina, with or without prolapse, recording two successful 
cases, and claims for it the following advantages. : 


1. A functional vagina with normal length and direction is produced. 


2. The cystocele is corrected. 
The rectocele and lacerated perineum are cured. 

4. The operation offers a rational method of treating a complete 
inversion of the vagina occurring after panhysterectomy. 

5.. It offers a method of supporting the vaginal apex following vaginal 
panhysterectomy for complete prolapse. 

6. It is not particularly difficult to perform. 

7. All work may be done from below. 


No laparotomy is required. 
Q 
oO. 


The pelvic supporting mechanism is restored. 
A recto-abdominal maneuver for determining the engageability of the fetal head. 
Resnik’s method for determining the engageability of the fcetal head 


consists of two manceuvres. The first manceuvre releases the head from 















594 Journal of Obstetrics and Gynecology 


any impingement and brings the axis of the uterus into parallelism with 
that of the pelvic canal, a principle utilized in treatment by raising or 
lowering the parturient’s trunk. The disappearance of asynclitism results 
in the flexion and descent of the head, restoring the parallelism, and the 
sagittal suture approaches the middle of the pelvis. The second manceuvre 
which consists in pushing the foetus dorsally toward the mother’s back, 
tends to straighten out the baby’s spinal column and causes further descent 
of the head into the pelvis. This is based on the principle that in the 
mechanism of labour as the head descends the back loses its convexity. 

The author desires extensive application of this procedure, with reports 
on the results. 


An endometrial growth in the right labium majus: with a discussion of the 
origin of this type of tumour. 

Ectopic endometrial growths in the labium majus have been regarded 
as ‘‘fadenomyomata”’ of the round ligament, and their origin assigned to 
(1) Wolffian or Miillerian rests in the round ligament; (2) metaplasia and 
heterotopy of the peritoneal endothelium of the processus vaginalis 
peritonei or canal of Nuck; or (3) metaplasia of the endothelium 
of dilated blood or lymph vessels. Sampson, comparing the distribution 
of ectopic endometrial growths in general with that of the metastases of 
uterine and ovarian carcinomata, and recognizing their striking similarity, 
has concluded that the former may, and probably do, orginate in the same 
way as the latter, namely, (1) by vascular (venous or lymphatic) dissemina- 
tion of adult endometrial cells through the uterine veins or lymphatics or 
both, and (2) by direct implantation of the same within the pelvis. 
Vascular dissemination probably accounts for the majority of endometriai 
growths of the round ligament, including its attachment in the labium 
majus ; the lymphatic channel is a more direct one than the venous. It is 
quite possible that endometrial cells may be implanted in labial excoria- 
tions during menstruation, or decidual cells may be implanted if the labia 
are traumatized during delivery. It is known that both normal human 
endometrium and decidua can be implanted and will grow in abdominal 
scars. 


Variations in the prognosis of endometrial carcinoma as indicated by the histoiogical 
structure. 

After the separation of the distinct types, adeno-acanthoma, adenomyo- 
carcinomatosis and embryonal carcinoma, which are relatively infrequent, 
the main mass of cases of cancer of the body of the uterus can be divided 
into two groups, the basis of the division being loss of polarity and the 
infiltration of the stroma by solid cords or masses of cells. Cases 
characterized by normal polarity and showing no infiltration are classed 
as adenoma malignum. Where polarity is lost and there is a definite 
tendency to infiltration, the case is classified as adenocarcinoma. 

In all, 70 cases of fundus carcinoma were studied by Lindsay. 

Adenoma malignum (23 cases with 2 deaths) is of relatively low grade 
malignancy and responds well to treatment. Pre-operative radiation and 
hysterectomy gave the best results (7 cases, no deaths) but the almost 
equally good results of radiation alone (10 cases, 1 death) would seem to 
warrant its selection as the treatment of choice, 
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Adenocarcinoma (30 cases with 21 deaths) offers a very bad prognosis 
and demands rigorous treatment from the outset. The best results were 
obtained by combined pre-operative radiation and hysterectomy, each of 
which alone was unsatisfactory. 

Suspicious cases of fundus carcinoma showed no mortality due to cancer 
and appeared to be effectively controlled by radiation alone. 

Adeno-acanthoma and adenomyocarcinomatosis have a high mortality 
and require the same treatment as adenocarcinoma. 

Embryonal carcinoma was present in two cases only and the results 
are in conformity with the belief that better results are obtained in this 
class of case by radiation alone than by operation. 

The difference in the behaviour of the two main groups, adenoma 
malignum and adeno-catrcinoma, justifies their separation. The present 
tendency to consider as a uniform disease all cases of carcinoma of the 
fundus uteri is not based on fact and must undoubtedly lead to a uniform 
misconception of the prognosis and treatment. The adoption or rather 
the retention of the two groups, adenoma malignum and adenocarcinoma, 
emphasizes the distinction and tends to secure for each group its requisite 
attention and treatment. 


Cesarean section followed by temporary exteriorization of the uterus: Fhe Portes 
operation, 

Recording a successful case Phaneuf points out that Ccesarean section 
with temporary exteriorization of the uterus, the Portes operation, is an 
operation reserved for cases in which infection is severe and abdominal 
delivery indicated. The indications for this procedure are, therefore, very 
limited. At first thought it looks like a very radical method, and yet, in 
the final analysis, it proves to be conservative since it permits preservation 
of the uterus, Fallopian tubes and ovaries. The technique of the operation 
is very simple and can easily be carried out. In reviewing the reported 
cases it was found that in every case in which the uterus was replaced, the 
patient recovered. The uterus was left extruding from 15 to 86 days. 
It is also possible by this method to remove the uterus extra-abdominally, 
if sepsis is uncontrollable, at a time when the patient is out of shock. 
One woman who had the uterus exteriorized, subsequently carried a 
pregnancy to term and was delivered of a living child by a classical 
Cresarean section. The function of reproduction may, therefore, be 
preserved. There is very little peritoneal reaction after the pelvic organs 
have been returned to the abdominal cavity. 


Hysterectomy of the fundus. 

Lecéne and d’Allaines conclude that : 

1. Fundal hysterectomy makes it possible to preserve menstruation and 
avoid to a very great extent the symptoms of a premature menopause. 

2. The operation is indicated if the woman is young enough (less than 
40) and it is possible to preserve a healthy ovary and a part of the body 
of the uterus. 

3. The operation is contra-indicated if the lesions have not long 
passed the acute stage and if the pelvic peritoneum has been changed by 
serious adhesions or suppurative perisalpingitis. , 

4. Hemostasis and perfect peritonization are the essential steps of the 
operation and they must be effected with the greatest skill. 
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5. The mortality of the operation is low (2 cases in 130), and it can be 
lowered still more by a better choice of cases. 


The Kocher abdominal fixation for certain types of prolapse of the uterus. 

Mayo points out that this operation of Kocher is simple and can be 
performed in a few minutes under a local anzesthetic with a little general 
anesthetic during the intraperitoneal manipulation. 

A suprapubic incision is made in the median line large enough to permit 
any necessary examination of the abdominal viscera. The uterus is then 
drawn up into the abdominal incision in such a manner that the uterus 
at the level of the internal os can be readily sutured to the parietal 
peritoneum all the way round; the body of the uterus is then sutured to 
the muscles and the aponeurosis. In the manceuvre the bladder comes up 
with the uterus and the anterior space is closed by suturing the peritoneum 
to the cervix so that there will be no danger of subsequent internal hernia. 
The abdominal incision is closed in the usual manner. After the wound 
is healed, the fundus of the uterus can be readily felt through the abdominal 
wall as a suprapubic tumour. 

1 eel ed be 


The Journal of the American Medical Association, 


Vol. 88, No. 16, April 16, 1927. 
Iron content of milk. (Editorial). 
Vol. 88, No. 17, April 23, 1927. 
*The enigma of ectopic pregnancy. W. T. Dannreuther. 
Vol. 88, No. 18, April 30, 1927. 
Granuloma inguinale in Wisconsin. J. C. Sargent. 
Vol. &8, No. 19, May 7, 1927. 
*Vitamin E: The ineffectiveness of curative dosage when mixed with diets 
containing high proportions of certain fats. H. M. Evans and G. O. Burr. 
Brucella abortus infection in a woman. G. N. Belyea. 
Vol. 88, No. 21, May 21, 1927. 
Are pregnancy and parturition normal functions? (Current Comment). 
Vol. 88, No. 22, May 28, 1927. 
Hypermobility of joints as a sex-linked hereditary characteristic. A. Key. 
A possible factor in sterility. (Current Comment). 


The enigma of ectopic pregnancy. 

Dannreuther considers the chief causes of extra-uterine pregnancy to 
be gonorrhoea, pelvic peritonitis and puerperal sepsis. He classifies cases 
of ectopic pregnancy into six clinical groups. 

Group 1 represents the type terminating in early abortion and treatment 
may be expectant, laparotomy or posterior colpotomy. 

Group 2 represents the type in which there are repeated hemorrhages 
from the fimbriated end of the Fallopian tube. These cases, if not in shock, 
should be operated on as soon as the diagnosis is made. 

Group 3 represents the type in which the embryo develops to a large 
size without any tendency to tubal abortion, When the tube ruptures, 
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profuse internal hemorrhage occurs, the patient goes into shock, 
has a low blood pressure and a very rapid pulse. These are tragic and 
emergent cases and require immediate treatment. 

Group 4 represents the type in which the tube ruptures between 
the layers of the broad ligaments and forms an_ intraligamentous 
hzematocele. Laparotomy should be performed, but it is an elective and 
not an emergent operation. 

Group 5 represents the type in which the gestation sac develops in the 
cornu of the uterus, concerning the termination of which we can only 
theorize. A few cases of interstitial pregnancy discovered at the operating 
table have been reported. 

Group 6 represents the type in which the embryo escapes from the 
Fallopian tube without causing much haemorrhage and develops in the 
peritoneal cavity. Several patients carrying a full time abdominal 
pregnancy have been delivered by laparotomy. If the foetus dies before 
term it may form adipocere or a lithopedion. 


Vitamin E: The ineffectiveness of curative dosage when mixed with diets 
containing high proportions of certain fats, 

The sterility produced by simplified diets low in vitamin E is often 
delayed because traces of this vitamin exist in most of these dietaries and 
also because young animals begin life with traces of vitamin E derived 
from the mother. 

Evans and Burns found that wheat germ, which is the highest and least 
varying source of vitamin E known, and whose curative action has been 
definitely determined, when fed separately from the diet, can be robbed 
of its effectiveness if mixed with large amounts of certain fats. 

This explains in the simplest manner the complicity of such fats in the 
accelerated appearance of sterility in dietary regimens in which vitamin FE 
is low or lacking. 


The American Journal of Pathology. 


Vol. ii. No. 6. November 1926. 
*Fibril formation by human lutein cells. Cook. 
Vol. iii. No.1. January 10927. 
*A quantitative study of the hypophysis of the human anencephalic fetus. 
W. P. Covell. 
Syngesio-transplantation in the guinea-pig. L. Loeb. 
Syngesio-transplantation in the rat. L.. Loeb. 
*Tumour and foreign body giant cells in a fibrosarcoma of the uterus. 
F. B. Mallory and F. W. Stewart. 
Vol. iii. No. 2. March 1927. 
*Metastatic or embolic endometriosis, due to the menstrual dissemination 
of endometrial tissue into the venous circulation. Jj. A. Sampson. 


Fibril formation by human lutein cells, 
Cook has demonstrated hitherto undescribed fibrils in the marginal 
cytoplasm of fully developed human lutein cells. These fibrils were visible 
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in sections of Zenker-fixed corpus luteum, being stained bright pink with 
the Mallory eosin-methylene blue method, though they were best seen 
alter using his phosphotungstic acid haematoxylin. The fibrils tend to form 
a network enclosing each cell. The term Nanthoglia is proposed to 
designate these fibrils. 


A quantitative study of the hypophysis of the human anencephalic fetus, 

From a study of thirty-two anencephalic foetuses in the Department of 
Pathology in the University of Minnesota, Covell summarizes his results as 
follows : 

1. A hypophysis is present in anencephalic foetuses. 

2. It is extremely variable in weight. If the weight is corrected for 
vascularity it is usually less than the weight of the normal fcetal 
hypophysis which has also been corrected. 

3. The pars nervosa is lacking in the majority of cases. When present 
its relative and absolute volumes are considerably less than those of the 
normal. 

4. The pars intermedia is variable in both occurrence and volume. 
It may be present in a gland in which there is no pars nervosa in evidence. 

5. The pars anterior comprises most of the gland volume and 
apparently the total gland volume in some instances. 

6. The average relative volume of blood present in the anterior lobe 
is about 39 per cent. of the volume of that lobe. 


Tumour and foreign body giant cells in a fibrosarcoma of the uterus, 

A fibrosarcoma of the uterus containing both tumour and foreign body 
giant cells is reported by Mallory and Stewart. The tumour giant cells 
are formed from multiple mitoses and indicate rapid growth and malignancy. 
The foreign body giant cells are evidently due to fusion of endothelial 
leucocytes attracted into the tumour by the inter-cellular substance left 
by necrosing tumour cells. The leucocytes are attempting to dissolve the 
hyaline collagen and have fused for this purpose. Along the surface where 
they are applied to it a !aver of minute rods is formed, which are, perhaps, 
altered centrosomes. Osteoclasts present the same structure. 


Metastatic or embolic endometriosis, due to the menstrual dissemination of endometrial 
tissue into the venous circulation, 

Sampson points out that the study of endometriosis of the uterine wall 
demonstrates that it may rise in four, possibly more, ways, viz: 
(1)The direst invasion of the uterine wall by its mucosa or by tubal nucosa 
a direct or primary endometriosis. (2) The invasion of the external portion 
of the uterine wall by the direct extension of endometrial tissue from an 
ectopic endometrial form in the pelvis—an indirect or secondary endo- 
metriosis, by extension. (3) From endometrial tissue implanted or develop- 
ing on its peritoneal surface— an implantation or peritoneal uterine 
endometriosis. (4) From the menstrual dissemination of endometrial tissue 
into the venous circulation of the uterus, either from the mucosa lining 
its cavity or from ectopic endometrial tissue in the myometrium —an 
embolic or metastatic uterine endometriosis. (5) The possibility of meta- 
stases through the lymphatics, and also of developmental inclusions of 
the uterine mucosa in the myometrium must be considered. The origin 
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of endometrial tissue from a metaplasia of the endothelial lining of vessels 
does not appeal to him. 


He made a histological study of sections of uteri removed during the 
various stages of the menstrual cycle in which the veins had been injected 
with bismuth, from which he draws the following conclusions : 


1. Fragments of endometrial tissue, at times, are disseminated into the 
venous circulation during menstruation, from the mucosa lining of the 
uterine cavity and also from ectopic endometrial foci. 

2. Metastatic or embolic endometriosis arises from the implantation of 
these emboli in nearby veins. 

3. Endometrial tissue set free by menstruation, therefore, is some- 
times not only alive but may actually grow if transferred to situations 
favourable to its existence. 

BR: 


La Gynécologie. 


March 1927. 

*Surgical anatomy of the so-called ‘‘pre-sacral nerve.” J. Delmas dnd 
G. de Rouville. 

Note on the relation between haemorrhage from ruptured ovarian follicles 
and hemophilia. R. Bonneau. 

*Oblique sub-total hysterectomy (Method of Professor M. Gomez). 
H. Roulland. 

April 1927. 

*How to finish gynecological operations, from the point of view of drainage 
and the use of the Mikulicz bag. H. Violet. 

Tubal swelling discharging into the vagina. V. Dimitriu. 


Surgical anatomy of the so-called ‘‘pre-sacral nerve,”’ 

In France a good many operations are now being done on the pelvic 
sympathetic nerves with the object of relieving painful affections of the 
genital organs. The principle attack is made on the ‘‘pre-sacral nerve,”’ 
which in the English nomenclature is the hypogastric plexus. This is 
formed by three roots from the aortic plexus, which join in front of the 
bifurcation of the aorta. They may constitute a definite nerve or they 
may spread out into a band of filaments. In either case they are embedded 
in a fascia which lies behind the peritoneum and covers the left common 
iliac vein. By careful dissection this fascia and the contained nerves can 
be separated and removed. Below, the fascia and nerves become intimately 
connected with the first sacral vertebra, from which they cannot readily 
be separated. Below, the hypogastric plexus divides into the two lateral 
pelvic plexuses. 


Oblique sub-total hysterectomy (Method of Professor M. Gomez). 

This operation is done for inflammatory affections of the uterine 
appendages, worse on one sjde than the other. The object is to preserve 
one ovary in its natural position, and to preserve sufficient endometrium 
for the menstrual function to continue, The uterus is amputated through 
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a plane passing from one cornu to the other side at the level of the isthmus. 
Both Fallopian tubes are removed and one ovary is retained. 


How to finish gynécological operations from the point of view of drainage and the 
use of the Mikulicz bag. 

When asepsis, hemostasis and peritonization are adequate, drainage is 
unnecessary. After a total hysterectomy, the subperitoneal space drains 
naturally into the vagina : in other cases, vaginal drainage may be obtained 
through an opening in the posterior fornix. In more severely infected 
cases, drainage from above and below may be necessary; but the Mikulicz- 
method should be reserved for a small number of the worst cases. 

A. Gough. 


Gynécologie et Obstétrique 
No. 4. Vol. xiv, 1926. 
Obituary, Professor F. Commandeur. 
*Concerning the existence of a particular attitude of the foetal head in 
breech presentation; Clinical consequences. P. Trillat. 
*Pyelography and pyelonephritis of pregnancy. Levy-Solal, Misrachi and 
Solomon. 
Bilirubinzemia considered specially as a symptom of appendicitis and of 
blood extravasations. (Icterus of neonates). F. Bang. 
*Treatment of uterine retro-deviations. Marzetti. 
*Anatomical and radiographic studies of the ossification centres of the 
knee in the new-born. R. Jardin. 
No: 5.. Vol. xiv, 1926, 
Partial symphysiotomy and Frank’s symphysiotomy. E. Zarate. 
The pathogenic theories of adeno-myomatosis. Micon and Comte. 
Study of perithelioma of the ovary. Babés and Rapile. 
Occipito-posterior positions. Mercken. 
Delivery “‘per vias naturales” in a woman who had had low Cesarean 
section, a year before, for contracted pelvis. Lantuéjoul. 
Vol. xiv. No. 6. 1926. 
*Ideal grip, inverted and flexing, in certain high applications of the 
forceps. J. C. Llames Massini. 
*Atropine-morphine in the treatment of rigidity of the cervix. Toneff. 
*Radio-therapy of cancer of the cervix. S. Laborde and Y. L. Wickham. 
*The irregularity of therapeutic abortion. J. Hartmann. 
Vol. xv. No. 1. 1927. 
*The offspring of the tuberculous mother. A. Couvelaire. 
Concerning certain pains at the menopause, pathogenic and therapeutic 
essay. Dalsace and Guillaumin. 
Torsion of parovarian cysts. Mallet-Guy and Tillier. 
On a case of tuberculous cyst of the ovary in a pregnant woman. 
Cartier and Lantuéjoul. 
*An unrecognized side in the physiology of the placenta. 
Vol. xv. No. 2. 1927. 
Nitrogen retention and the renal function during pregnancy, labour and 
the puerperium, normal and abnormal, Cleisz and Laudat, 
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Influence ot pregnancy, labour and the puerperium on acute appendicitis ; 
therapeutic consequences. Portes and Seguy. 

Wide hysterectomy in cancer of the cervix uteri with full-term pregnancy. 
P. Ramos. 

Artificial fertilization in the human species. Schorohowa. 


Vol. xv. No. 3. 1927. 
*Concerning the denervation of the ovary. Lhermitte and R. Dupont. 
*Tubo-uterine implantation. Cotte and Bertrand. 
*Three cases of pregnancy after radium therapy in ovariopathic hamorr- 
hages (hemorrhagic metropathy). C. A. Castano. 
Uterine malformations and their complications. Mihailesco. 


Vol. xv. No. 4. 1927. 

*Post-climacteric hemorrhages. Muret. 

*Concerning retrograde subserous salpingectomy. Villard and Labry. 

*On the preservation of the uterus alone in bilateral appendage infections. 
Michon and Labry. 

Contribution to the study of uterine haemorrhages in young girls. Their 
treatment by blood transfusion. Michon and Baussillon. 

*Genital sterilization and the interruption of pregnancy in pregnant women. 
Turenne. 

Conservative surgery and radiotherapy in ovarian cysts. Lapéyre. 


Concerning the existence of a particular attitude of the foetal head in breech 
presentation: Clinical consequences. 


The attitude described is a rotation about a vertical axis, up to go degrees 
bringing the chin over the acromion and then a flexion of the head on to the 
chest, sometimes bringing the ear on to the sternum. Trillat has not found 
any description of this attitude in the obstetrical literature except one 
plate (xx) in Smellie’s ‘‘Traite de la théorie et de la pratique des accouche- 


ments.’”’ As clinical consequences are described diagnostic difficulties 
owing to absence of cephalic ballottement and absence of the groove of the 
neck, impossibility of performing external version (attitude seems to be 
an accommodative one due to relative scantiness of liquor amnii) and 


possibility of delay of the chin owing to its hitching on the symphysis. 


Pyelography and pyelonephritis of pregnancy. 

Records three cases, accompanied by poor reproductions of X-rays, where 
there seemed to be an anatomical anomaly as an etiological factor. Further 
investigations are being continued. 


Treatment of uterine retro-deviations. 


A description of the Italian method of technique as worked out and 
published by Pestalozza. 


Anatomical and radiographic studies of the ossification centres of the knee in the 
new-born. 

Among others, the conclusions reached, are, that the centre at the lower 
end of the femur appears at the beginning of the ninth month and is always 
present in an infant born about term. r 

The centre at the upper end of the tibia appears about eight and a half 
months and is not always present at term. That a close relation exists 
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between the length of the body and the appearance of these centres. 
That the presence of both centres, a weight of 2.5 kilos and length of 47 cm. 
indicate maturity ; with only the femoral centre, weight 2.5 kilos and length 
of 48 cm. also indicate maturity ; an infant with only early femoral centre, 
weight under 2.5 kilos and length from 44—46 cm. is at the beginning of 
the ninth month; an infant with no centre at the knee, weight under two 
kilos and length under 44 cm. has not reached the ninth month of gestation. 


The pathogenic theories of adeno-myomatosis. 

A critical review of this interesting subject, rather inferior to that 
previously published in the same journal by Waegeli. The author 
endeavours to find a single theory to cover all the variations but is left 
with a dual explanation of acquired heterotopy and metaplasia on the one 
side and grafting on the other, with a plea that the two theories should not 
be considered as incompatible as both are subject to a preponderating 
action of the ovarian hormones. There is no bibliography and only a few 
references are given in the text although many writers are mentioned. 


Occipito-posterior positions. 

Based on a hundred cases occurring in the Lausanne Maternity during 
192325. There were, during this time, 3,180 vertex presentations divided 
as follows :—First position, 2,229; second, 851; third, 71 and fourth, 29. 
Of the 100, 57 rotated forward and 43 backward. In spite of rather higher 
percentage of perineal tears and rather slower labours the author favours 
the Lausanne treatment of artificial backward rotation. 


Ideal grip, inverted and flexing, in certain high applications of the forceps. 

An improved method for the use of “high forceps’? when the application 
of such is considered necessary. 

The blades are applied to the sides of the head with the convexity of 
the pelvic curve directed toward the occiput; the anterior blade will always 
be introduced first ; the guiding hand will be that bearing the name opposite 
the same hand will act as guide for both blades without being withdrawn ; 
to that of the position (i.e., right hand in left occipito-transverse position) ; 
once the blades are locked—sometimes after some manceuvering, preferably 
with the anterior blade—flexion of the head is brought about by carrying 
the handles towards the opposite side and then preliminary rotation, before 
engagement, converting the occipito-transverse into occipito-posterior, 
engagement, rotation and delivery are then carried out as with a natural 
occipito-posterior position. 

He uses Tarnier axis-traction forceps, slightly modified to allow of 
locking with either blade in front of the other. 


Atropine-morphine in the treatment of rigidity of the cervix. 

Clinical notes of ten cases are cited. From these and other similar cases 
which are not quoted, the authors arrive at the conclusions (1) that bella- 
donna and its alkaloid, atropine, with or without morphine, exercise a 
remarkable anti-spasmodic effect on the contracted muscular fibres of the 
cervix, for which reason this treatment has a considerable importance in 
obstetric practice, on the one hand rendering the labour shorter and less 
intense, on the other, by shortening the duration of labour it lessens both the 
maternal and the feetal risks; and (2) that the usual active interventions 
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in cases of defective dilatation of the cervix dilatation by bag or metal 
dilator, manual dilation, Diithrrsen’s incisions or vaginal Cesarean section 
—should only be resorted to after the failure of this therapeutic measure. 


Radio-therapy of cancer of the cervix, 

Statistics for the years 1921-24. The cases are analysed in four 
degrees, (1) growth limited to cervix ; (2) some extension beyond cervix but 
mobility retained (i.c. 1 and 2 comprise the ‘‘operable”’ cases) ; (3) extension 
to the parametrium with fixation; and (4) desperate cases with spread to 
neighbouring viscera, cachexia; in these the treatment is purely palliative. 

Tables are presented showing for each year, (1) net figures with causes 
of elimination from the gross; (2) the fate of the patients as in the above 
described groups; and (3) cures obtained by the different methods of treat- 
ment. Finally, a resumé of the four years. 

Of 89 cases treated, cures are claimed in 24, the duration of the ‘‘cure’’ 
being from five years to eighteen months. As regards the four degrees, 
cures are claimed in 100 per cent., 55.5 per cent., 26.9 per cent. and o per 
cent. respectively. 


The irregularity of therapeutic abortion. 

The term “‘malaise’’ was originally used by Fruhinsholz and is not easy 
to translate concisely. The writer reviews the historical position, then 
the medical, juridical, social and religious aspects. 

Two solutions offer themselves ; the one, a return to the early limitation 
to absolute indications, e.g., intractable vomiting, severe albuminuria, 
repeated haemorrhages, acute hydramnios are cited; the other, the legal 
recognition of relative indications coupled with due safeguards—which 
seem impossible of hard and fast definition. 


The offspring of the tuberculous mother. 

The article is based on the observation of 357 infants born in the special 
tuberculosis pavilion of the Clinique Baudelocque, including the work done 
by Lelong and by Calmette, Valtis and Lacomme. The following conclusions 
appear to be legitimate from the evidence obtained. 

1. Apart from the very exceptional transplacental transmission of the 
tuberculous virus determining a congenital tuberculosis with tuberculous 
lesions developed in utero (which, so far, he has not seen) it is probably 
less exceptional for transplacental transmission of a virus to occur of 
which the essential character is not the causation of any specific anatomical 
lesion, at least during either intrauterine life or the first weeks after birth. 

2. This transmission is revealed by the direct demonstration of acid- 
fast bacilli in the glands and viscera of the fcetus; three such cases are 
recorded, two of them from miliary cases, the third in meningitis. 

3. It can only be indirectly shown—a new observation— in guinea-pigs 
after inoculation, either before or after filtration, of extracts of glands or 
organs by the development, after a variable interval, of acid-fast bacilli 
in the glands without the production of the specific anatomical lesions. 

4. The trans-placental transmission has been demonstrated not only 
in the foetuses prematurely expelled and dying during or immediately 
after birth, but also in those dying during the first weeks either from 
common infections or from the progressive denutrition syndrome. 
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5. The mortality of the neonates is mainly a function of the environ- 
ment and care with which they are brought up. (This mortality was 
reduced from 33 per cent. in the first two years of the observations to 
7.2 per cent. in the last two years). 

6. If it be shown in the future that the number of those born, 
not exactly tuberculous, but inoculated with this virus is higher than is 
at present considered probable, it is none the less necessary to protect the 
neonate against post-natal infection. 


An unrecognized side in the physiology of the placenta, 

A plea that the placental epithelium is a precise regulator subject to 
determined thresholds, of the interchange of material both ways, osmosis 
only playing a subsidiary part in the process. 


Concerning the denervation of the ovary. 

The technique of dividing the ovarian nerves is closely described ; short 
accounts of 15 cases are given and the writers conclude that denervation 
is without pain, and is without ill effect on ovulation and reproduction and 
that it gives very interesting results in relieving pain caused directly by the 
ovaries. They admit the paucity of their observations, which were some- 
times in complicated cases, as a sound basis for drawing final estimates 
of the value of this procedure at present. 


Tubo-uterine implantation. 

A method of implanting the distal portion of the Fallopian tube into 
the uterus after resection of the isthmus or interstitial portion of the 
Fallopian tube is described. A core of the cornu is cut out and by means 
of a handled needle a traction suture is passed through the fundus and out 
at the cornual opening; by this means the Fallopian tube is drawn into 
the uterine cavity and held by several fixation sutures. Three cases are 
recorded. In two of them, tubal permeability was demonstrated by lipiodol 
injections a fortnight after operation, and in the third, six months after. 
Twelve other cases are abstracted from the literature and five pregnancies 
are reported in these. 


Three cases of pregnancy after radium therapy in ovariopathic hemorrhages 

(hemorrhagic metropathy). 

The author ascribes these haemorrhages to changes in the ovarian 
hormones, and believes that radium has a special effect on the ovary in 
addition to its effect on the uterine mucosa. Of the three cases recorded, 
two were in nulliparce aged, respectively, 27 and 26 years; the third in a 
3-para, aged 32. The first had a full-term pregnancy with a living infant 
delivered after cervical incisions; the second had a six-months stillbirth, 
reputed to be syphilitic; the third patient had had three premature 
deliveries, syphilis was diagnosed (on what grounds is not stated), anti- 
syphilitic treatment instituted and subsequently radium applied. A full- 
time pregnancy followed a year later and then, three years after, a seven- 
months stillbirth during an attack of suppurative cholangitis. 
Post-climacteric hemorrhages. 

In an analysis of 312 personal observations Muret finds cancer accounts 
for 25 per cent. (of the body 13.4, cervix 11.8), prolapsus 19 per cent,,adeno- 
mata of the cervix 8 per cent, of the body 5 per cent, senile endometritis 
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7 per cent., fibroids 5.5 per cent., pessaries aud traumatic vaginitis 5.5 per 
cent., senile vaginitis 3 per cent., ovarian cysts 2.24 per cent., caruncle 
2.5 per cent., cervical erosions etc. 2.24 per cent. 

He insists that every case of heemorrhage demands a thorough search 
for a local cause, including a biopsy or curettage when necessary, and that 
it is only after failure of such examination, repeated if necessary, that extra- 
genital causes may be invoked. 


Concerning retrograde subserous salpingectomy, 

Details the technique of an operation for the removal of the Fallopian 
tube with minimum interference with the vascularity of the ovary. The 
indications for its performance do not seem very clear; usually where it 
could be done, it would be unnecessary; where it might be desirable, it 
would probably be impossible. 


On the preservation of the uterus alone in bilateral appendage infections. 
A plea, supported by notes of 11 cases, for the preservation of the uterus 
in suitable cases when both appendages have to be removed. 


Genital sterilization and the interruption of pregnancy in pregnant women, 

The author concludes that sterilization is justifiable in multiparze with 
chronic or slowly progressive tuberculous lesions and in nulliparee (primi- 
pare?) with progressive lesions, which, in the opinion of competent 
authorities, are curable. For the latter group he proposes a method of 
temporary sterilization which he described elsewhere some years ago 
(reference not quoted). When the pregnancy has to be terminated, he 
suggests abdominal hysterectomy which can be combined with the 
sterilization. 


R. A. Hendry. 


Bulletin de la Société d’Obstétrique et de Gynécologie 
de Paris, etc. 


No. 9, November, 1926. 

A case of transient dystocia due to a large encysted collection of decidual 
hydrorrheea simulating an ovarian cyst; preparation for operation; 
spontaneous rupture of the cyst; natural delivery. LL. Lorier. 

*Partial spontaneous amputation of the cedematous cervix during labour. 
Levy-Solal, Cleisz and Faure. 

*Total (spontaneous) amputation of the cervix secondary to cedema during 
labour. V. Cathala. 

Third stage hemorrhage in a bicornute uterus. Cleisz and Faure. 

Uterine stenosis and atrophy subsequent to treatment by Filhos caustic. 
A. Brindeau. 

*Absence of usual clinical signs in a neonate with multiple cranial fractures 
and marked meningeal hemorrhage. Lantuéjoul. 

Pregnancy in a case of exophthalmic goitre. M. Fahre. 

*Foetal monster with general cedema in a uniovular twin pregnancy. 
Desoubry. 
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SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE D’ALGER. 

Pelvic ectopia of the spleen simulating fibroid; splenectomy. Constantini, 
Vergoz and Marill. 

*Abscess of uterus. Is hysterectomy necessary in uterine abscess compli- 
cated by salpingitis? Constantini and Marill. 

A case of hydatid mole in a woman of 49. Laffont and Hoiiel. 

Graph of the work at the Algiers Maternity 1901—1925. lLaffont and 
Jahier. 

Passage of the staphylococcus through the placenta in a fatal case of 
staphylococcal septicaemia with meningitis. Laffont and Mélé. 

*The native women at the Algiers Maternity. Laffont and Jahier. 


REUNION OBSTETRIQUE DE LILLE. 


*Considerations on the results obtained by injections of autolysed auto- 
blood in the different types of puerperal fever. Descarpentries. 

Recurrence of tubal pregnancy. J. Vanverts. 

*Recurrence of tubal pregnancy after ovaro-salpingostomy. H. Paucot. 

Torsion of a small cyst of the broad ligament, with a long pedicle, during 
pregnancy. J. Vanverts. 

General peritoneal reaction of uterine origin, rapidly cut short by 
Mickulicz drainage. Picard. 

Ceesarean with temporary eventration of the uterus (Portes’ operation) ; 
rupture of line of suture and appendage lesions; hysterectomy. Picard. 

*A case of dystocia due to the shoulders: Ceesarean hysterectomy. 
Centifage. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE 
STRASBOURG. 
*Special indications for Caesarean section. Reeb. 
Special indications for the low Czesarean section. P. Burger. 
*Should there be a change in our principles of operative treatment of 
appendage injections? R. Keller. 


SOCIETE BELGE DE GYNECOLOGY ET D’OBSTETRIQUE. 

Suprapubic Czesarean section. Phaneuf ‘In extenso”’ in Bruxelles 
Médical, Sept. 26, 1926. 

Histo-physiology of the amnion. ‘In extenso” in Gyn. et Obstet. xiv, 
No. I, 1926. 

Pedunculated subserous fibroid, containing four large cysts with sero- 
sanguinous content. Schockaert. 

Cancer of the cervix and pregnancy. Schochaert. 

Multilobular fibroid of the uterine isthmus. Potvin. 

Twin pregnancy with monster. Cauwenbergher. 

Concerning the etiology of extra-uterine pregnancy. P. Nisot 


Partial spontaneous amputation of the cedematous cervix during labour. 


Total (spontaneous) amputation of the cervix secondary to eedema during labour. 

In both the above the labours were difficult owing to minor degrees of 
pelvic contraction; forceps delivery was required in both cases—in the 
second, after preliminary pubiotomy. 
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Absence of usual clinical signs in a neonate with multiple cramiai tractures and 
marked meningeal hemorrhage. 

A face presentation in a 3-gravida with two normal labours. Tarnier 
forceps used when evidence of foetal stress appeared ; forceps slipped twice ; 
extraction by Demelin forceps. Foetal heart was strong and respiration 
was quickly established naturally. Beside the usual caput there was a 
large soft swelling over the parietal bone. The infant’s cry was rather 
feeble but there were no other abnormal features noted until the death 
next day. 

At the autopsy, both parietal bones were fractured, the left dura torn and 
left cerebral hemisphere ploughed up by blood ; no haemorrhage on the right ; 
falx and tentorium both torn. The suggested explanation of the 
absence of the usual clinical signs is that the destruction of bone and dura 
prevented any increase in intra-cranial pressure. 


Foetal monster with general edema in a uniovular twin pregnancy, 

One healthy infant, the other a huge, 5.5 kilo mass, and probably of the 
mylacephalus type. As the monstrosity was recognized as such the treat- 
ment, Caesarean hysterectomy, seems a little drastic. 


Abscess of uterus, Is hysterectomy necessary in uterine abscess complicated by 
salpingitis? 


The answer seems to be in the negative. 


The native women at the Algiers Maternity, 
The labours appear to have risen from two out of 141 admissions in 1901, 
to 94 labours, abortions etc. in 950 (total) admissions in 1926. 


Considerations on the results obtained by injections of autolysed auto-blood in the 
different types of puerperal fever. 

The technique is not described, in spite of an appeal during the 
discussion that the details should be added to the article. The method was 
apparently described about June 1925. Clinical details of eight cases are 
included. The trend of the subsequent discussion was “not proven,’’ 
further experience being necessary in large series of cases. 


Recurrence of tubal pregnancy after ovario-salpingostomy 

At the original operation the left appendage was removed for ectopic 
gestation and salpingostomy was performed on the closed right Fallopian 
tube. Five months later the patient became pregnant (intra-uterine) but 
aborted—cause not stated—at two and o half months. 

After a further interval of unstated duration she again became pregnant, 
this time in the right Fallopian tube. The uterus and appendage were 
removed. 


A case of dystocia due to the shoulders: Cesarean hysterectomy. 
Apparently the obstetrician(?) had not heard of cleidotomy and 
evisceration. The infant weighed 6.75 kilos. 


Special indications for Cesarean section, 
Two cases are recorded; the first, for slow dilatation in spite of good 
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contractions, the second, for infrequent and weak pains. The writer claims 
a bias for conservatism on the ground that in 2,900 deliveries in the clinic, 
forceps were used only 86 times and Czesarean section performed 21 times. 
Additional indications were, in the first case, an epileptic primigravida aged 
32, cedema, albumin and casts in the urine, some hypertension (160 mg. Hg.), 
failure of cervical incision and the onset of foetal stress; in the second, 
a very stout primigravida aged 42, and fcetal stress. 


Should there be a change in our principles of operative treatment of appendage 
infections ? 
Keller concludes that conservative methods practiced at a late period 
in the case are still the best, in spite of occasional recurrences and the 
development of ovarian cystic tumours. 


BULL. DE LA SOCIETE D’ OBSTETRIQUE ET DE GYNECOLOGIE 
DE PARIS. 


No. 10, December, 1926. 


*Concerning the innervation of the ovary. Lhermitte and Dupont.. 

*A new modification of the technique of ligamentopery. Delle-Chiaje. 

*Twin pregnancy in a malformed uterus; successive accouchments after 
40 days interval. Vaudescal and Kernéis. 

Uniovular triplet pregnancy. Suzor. 

Pyelonephritis and appendicitis during pregnancy. Couvelaire and 
Langevin. 

*Severe injury of the vagina during coitus. Brindeau. 

The length of the vagina. F. Regnault. 

Ruptured interstitial pregnancy; concerning two personal observations. 
L. E. Phaneuf. 

The evacuation of the decidua in several cases of double uterus. Bureau. 

A case of triplet pregnancy. P. A. Petridis. 


Concerning the innervation of the ovary. 
This paper will appear ‘‘in extenso”’ in Gynécologie et Obstétrique. 


A new modification of the technique of ligamentopexy 
A variation of the Alexander-Adams type of operation. 


Twin pregnancy in a malformed uterus; successive accouchments after 40 days 
interval. 

In the title as printed the interval is quoted as four days; in the text the 
interval is 40 days and is claimed as such; the translator has, accordingly 
corrected the title. 

The mother was a V-gravida (1, abortion; 2, 3, and 4, live births) ; aged 
25. The fifth pregnancy dated from January 1926; twins recognized; the 
first born naturally by the vertex on Sept. 28, 1926, a girl, weight 3.100 kilo. 
The second labour began on Nov. 8, (i.e. 40 days later) and was a difficult 
breech; a male, 3.600 kilos, only surviving one hour, being born with 
forceps. 

Although she had easily nursed the other three babies, there was no 
milk after the birth of the first twin; it was only after the second twin 
was born that the milk formed and No. 1 was then breast fed. 
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On vaginal examination the uterus appeared single (septus or subseptus) 
and the remains of a vaginal septum were discovered. 


Severe injury of the vagina during coitus. 

Ina woman, aged 32, accustomed to regular painless sexual relations since 
the age of 23. On the occasion in question, during an ordinary coitus with 
a man presenting no excessive characteristics, an acute abdominal pain 
was felt and was followed shortly by haemorrhage so severe that it caused 
her to faint on the way home. A deep tear was found to the left of the 
posterior fornix; the vagina was noted as short. The patient recovered 
after packing. 


BULL. DE LA SOCIETE DE OBSTETRIQUE ET DE GYNECOLOGIE 
DE PARIS. 


No. 1, January, 1927. 

*On the treatment of cervical metritis. Resumé of forty cases of subsequent 

pregnancy. Guillemin. 

Habitual abortion (four abortions, in two of which acute decidua} 
infection was demonstrated); fifth pregnancy, streptococci in the 
vaginal discharge; auto-vaccine; delivery at term of living infant. 
H. Vignes. 

*A case of extra-membranous gestation; placenta shown. Ch. Débé. 
Myomectomy followed by pregnancy ; natural labour. Dujarier and Hidden. 
Spinal anzesthesia limited to the perineal region by the use of a concentrated 

solution of novocaine. Resacher and Waitz. 


On the treatment of cervical metritis, Resumé of forty cases of subsequent pregnancy 

Intra-cervical application of Filhos caustic limited to chronic cases. 
Three or four applications at S—1o days intervals; four days rest in bed and 
five days in room after each application; three months supervision with 
cervical dilatation at intervals of 1o—15 days. Only one case of atrophy 
and stenosis observed subsequently; early wide incisions of the cervix 
enabled the labour to terminate ‘‘spontaneously.”’ 


A case of extra-membranous gestation; placenta shown. 
Rupture of membranes at seven months, the liquor amnii was collected 
daily on pads for about a week at the eighth month and averaged 60—g0 gm. 
Natural labour 35 days after the rupture of the membranes; living 
infant 2,450 gm. easily reared. The membranes were greatly shrunken 
and folded, the amniotic cavity being only about the size of the head of 
a 3,500 gm. infant. 


REUNION OBSTETRIQUE DE LILLE. 
*Extra-membranous gestation. Béghin. 
*Ceesarean and hysterectomy for face presentation, large left hydronephrosis, 
nephrectomy, cure. Autefage. 
Bilateral ovarian cysts; torsion on one side; removal of one ovary; 
(partial) resection of the other; subsequent pregnancy and labour at 
term. J. Vanverts, 
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A cause of persistance and irreducibility of the unengaged brow presenta- 
tion. J. Vanverts. 

Preevial ovarian cyst; Czesarean section and removal of the (dermoid) 
cyst during labour. P. Picard. 

Isthmic fibroid: hydramnios: Czesarean section. E. Klein. 

*Twin pregnancy: syphilis of only one ovum with death of one fcetus : 
low Czesarean section. Paucot. 

Radiography of twin pregnancies. Lemaitre and Paucot. 

Preevial, almost central, insertion of the placenta: expulsion of the intact 
ovum at the sixth month. Vanverts and Gallet. 

Confusion between an intra-uterine and a tubal gestation with abnormal 
development of one horn: resection of this: subsequent pregnancy 
and labour. J. Vanverts. 

Post-abortum infection: subtotal abdominal hysterectomy: cure. H. 
Gaudier. 

Severe post-abortum septiceemia; cure by abdominal hysterectomy with 
Mickulicz tamponnage after failure of medical treatment. P. Picard. 
Axial torsion and sarcomatous degeneration of a uterine fibroid. H. Paucot. 

Calcified uterine fibroid. Delanney and Vandendorp. 

Ceesarean section in a primipara for placenta praevia. A. Raquet. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 


Latent encephalitis lit up by labour. Vorou, Dechaume and Malartre. 

Fibro-sarcoma of the abdominal wall and pregnancy. Patel and Eparvier. 

A normal pregnancy between two operations for ovarian cysts. Albertin. 

Fibrolipoma of the abdominal wall. Patel. 

Vaginal diaphragm and pregnancy. Gaucherand. 

Foetal malformations by amniotic adhesions and bands. Gaucherand. 

A case of dystocia due to large volume of the foetal abdomen. Trillat and 
Lacroix. 

*Separation of the normally situated placenta; Cresarean section; living 
infant. Gounett. 

Vaginal sound with perforated recurrent jet to avoid all pressure and 
percussion on the vaginal vault or uterine neck. Albertin. 

A case of fatal umbilical haemorrhage in a congenital syphilitic nursling. 
Varou and Pigeaud. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE 
STRASBOURG. 
*Ovarian pregnancy. Histological study of the specimen shown June,1926, 
by Mme. Sittler. M. Schickelé 
Primary cancer of the uterus and primary cancer of the ovary. R. Keller. 
Failure of various treatments for sterility in a woman having malforma- 
tions and multiple lesions of the internal genital organs. Reeb. 


SOCIETE BELGE DE GYNECOLOGY ET D’OBSTETRIQUE. 
Radium therapy for cancer of the cervix; hysterectomy; microscopic 
examination. Weymeersch, Poulain, and Wodon. 
Magnesium sulphate in eclampsia. Wodon. 
Two cases of Cresarean section, Van Cauwenberghe, 
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Extra-membranous gestation. 


Living foetus 450 gm. expelled about sixth month after 22 days loss of 
liquor amnii. Membranes shrunk and enclosed only a small amniotic 
cavity. 


Czsarean hysterectomy for face presentation, large leit hydronephrosis, nephrectomy, 
cure, 
The maternal hydronephrosis is described as developing during the 


puerperium and the nephrectomy was performed a month after the 
Ceesarean section. 


Twin pregnancy: syphilis of only one ovum with death of one foetus: low Cesarean. 

The dead foetus is described as a typical syphilitic but unfortunately 
no search was made for spirochaetes. The Caesarean was required for a 
markedly rachitic pelvis. 


Separation of the normally situated placenta; Czsarean section: living infant. 

First pregnancy terminated by Czesarean section. Patient on table 
prepared for induction in second pregnancy when she complained of 
abdominal pain and collapsed: giving way of scar was suspected and 
Czesarean section performed immediately. Concealed accidental haemorrhage 
found. 

Ovarian pregnancy. Histological study of the specimen shown June, 1926, by 

Mme. Sittler. 


The specimen is now considered to be a tubal pregnancy. 


BULL. DE LA SOCIETE DE OBSTETRIQUE ET DE GYNECOLOGIE 
DE PARIS. 
No. 2, February, 1927. 

*Treatment of uterine fibroids. Ramos and Nicholson. 

*Two cases of columnar celled cancer of the uterine body treated and cured 
by radium. Lapointe and Gagey. 

Considerations on the r6le of chemical irritation in pyelonephritis of 
pregnancy. Le Lorier, Fisch and Marcotte. 

Sarcomatous tumour of the pelvis in’ a 2-gravida aged 29; deep radio- 
therapy ; Czesarean section at seven and a half months followed by 
Porro operation ; early death of the infant with serious visceral lesions 
due to X-rays. Hardoiiin and Brault. 

Four cases of traumatic rupture of the uterus. Hardoiiin. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE BORDEAUX. 

On the absolute necessity for the systematic use of the low Cesarean 
section in cases not perfectly ‘‘clean.”” P. Balard. 

Some further observations on syphilis co-existing with an albuminuria 
reputedly due to pregnancy. Marc Riviére. 

Spontaneous uterine rupture at the onset of labour in a case of vertex 
presentation. Andérodias. 

Hysterography and salpingography in a case of uterine fibroid presenting 
diagnostic difficulties. Begouin and Mathey-Cornat. 

Rilateral bacillary appendage infection with the presence of a nodule of 
bony appearance in one ovary. A. Chenut. 
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Rupture of tubal gestation. Péry, Boursier and Mangé. 

Traumatic hematoma of the ovary. Roche. 

Rupture of tubal gestation with late, high-seated pain. Gautret and 
Jonchéres. 

Four Ceesarean sections for unusual indications. Marc Riviére. 

Dystocia due to przevial fibroid. M. Petit. 

A case of dystocia due to breech presentation with a large lumbo-sacral 
spina bifida. Hautechaud. 


REUNION OBSTETRIQUE DE LILLE. 


Three cases of classical Cvresarean section with open ovum; uterus 
surrounded by large gauze drain (removed on third or iourth day). 
Cure. Dervaux. 

Enucleation of a large fibroid at the fourth month of pregnancy. Delassus. 

Left hamatosalpinx ; large polycystic right ovary ; operation ; preservation 
of right ovary: pregnancy followed by labour at term the following 
year. René Le Fort. 

Preevial fibroid; Czesarean hysterectomy. Paquet and Béghin. 


REUNION OBSTETRIQUE ET GYNECOLOGIE DE MONTPELLIER. 
Dystocia due to polypoid cedema of one lip of the cervix uteri. J. Cohen. 
Persistent headache after spinal anzesthesia. Roume. 

Appendicectomy at the sixth month of pregnancy. Godlewski. 


Czesarean section at onset of labour; enucleation of the unopened ovum. 
Deréze. 


Czesarean section for central placenta previa. 1. Vallois. 

Cancer of the cervix causing dystocia, total hysterectomy. Godlewski. 

Ascariasis and pregnancy. Gaujoux and Roume. 

Concerning acute intestinal occlusion in the newborn : a case of congenital 
obliteration of the small intestine. Vallois, Coll de Carrera, Guibal 
and Chaptal. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE NANCY. 
Pelvic cysts following total castration. Vautrin. 

Endo- and pericarditis in the neonate. Job, Levy and Morlot. 
Meningo-encephalocele in the neonate. Hamant and Levy. 

Nephrectomy for tuberculosis in a woman three months pregnant. André. 
Renal tuberculosis and pregnancy. Fruhinsholz and André. 

Low Czesarean section. Fruhinsholz. 

A case of inversion of the uterus. Michel and Vermelin. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE 
STRASBOURG. 
*Calcium in the blood in pregnancy. Descamps. 
Cancer of the cervix and pregnancy. Reeb. 


Treatment of uterine fibroids, 

The authors conclude that the treatment of fibroids is essentially 
surgical; that X-rays are a useful auxiliary in cases unsuitable for surgical 
operation (cardiac, renal, diabetes etc.). 





Review of Current Literature 613 


Two cases of columnar celled cancer of the uterine body treated and cured by radium, 

Case No. 1, aet 56; hemorrhage in January, 1925; radium applied in 
October 1925 after histological examination ; hysterectomy in January,1926, 
no growth found in uterus which, however, had developed a pyometra; 
alive and well in January, 1927. 

Case No. 2, aet 43; heemorrhage in July, 1924; radium in February, 1926; 
cancer diagnosed from curettings then obtained; hysterectomy in May, 
1926; no growth in utero; alive and well in December, 1926. 

The claims do not err on the side of caution. 


In the discussion following there was considerable criticism of the claim 
of histological grounds of cure. 


Calcium in the blood in pregnancy. 


The author finds the blood-calcium in pregnancy remains mainly within 
the limits found in non-pregnant women and that in the later months, and 
particularly in labour or abortion, the calcium content lies at the lower end 
of the scale. The method used is not stated. 


BULL. DE LA SOCIETE DE OBSTETRIQUE ET DE GYNECOLOGIE 
DE PARIS. 


No. 3, March, 1927. 
A case of traumatic dislocation of the shoulder in a neonate. 


Petrignani, 
Uterine fibroids and pregnancy, Grosse. 


Enucleation of fibroids during pregnancy; transfixion of the bag of 
membranes during the suturing of the 


pregnancy. Roulland. 


*Revival of heart beat by intracardiac injection of adrenalin in a neonate. 
Guéniot. 


uterus; continuation of 


*Rupture of the uterus at term after previous Czesarean section: late 
operation: cure. Cerné. 

*Rupture at the onset of labour at eight months, of a uterus after 
Ceesarean section: hydramnios: placenta inserted over the scar. 
Devraigne and Laénnec. 

*Dystocia due to the shoulders in a case of prolonged gestation. 

M. Deromps. 


Abdominal haemorrhages of ovarian origin. Roth. 
o o> 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE D’ALGER. 


On the first ten cases of low Caesarean section practised at the Obstetrical 
Clinic in Algiers. Laffont, Hoiiel and Jahier. 

*Ligature of veins and hysterectomy in some forms of puerperal sepsis. 
Two further cases. Ferrari, Hoiiel and Jahier. 

Tubal gestation extirpated three months after foetal death at term. 
Ferrari, Hoiiel and Jahier. 

senital prolapse; subtotal colpectomy with 
Constantini. 

Adrenalin by the umbilical route in apparent death of the neonate. Pouget. 

*Metrorrhagia cured by hetero--hemotherapy. Pouget. 

Intra-venous adrenalin in obstetrical shock. Pouget. 

Utero-placental apoplexy with preevial vaginal fibroid. 
and Jahier. 


amputation of cervix. 


Ferrari, Hoiiel 


K 
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SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE BORDEAUX. 

A true case of obstetrical shock. Mare Riviére. 

Intra-uterine fibroid : subtotal hysterectomy : cure. Guyot and Dubreuilh. 

Large epithelioma of the ovary with multiple adhesions: subtotal 
hysterectomy : Mickulicz tampon: cure. Guyot and: Dubreuilh 

Pregnancy and labour in a case of permanent tachycardia. Péry. 

Uterine fibroids: pregnancy and phlebitis of legs: Cesarean section at 
term: subtotal hysterectomy: cure. Ch. Faguet. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DF 
STRASBOURG. 
*On the treatment of missed abortion. R. Keller. 
Left diaphragmatic hernia diagnosed in a living infant. Jung. 
*A case of puerperal uterine inversion. Fleurent. 
Marked development of decidua in the broad ligament in a case of ruptured 
tubal gestation. Riotte. 


Revival of heart beat by intracardiac injection of adrenalin in a neonate 
The infant died in less than 24 hours after the injection. 


Rupture of the uterus at term after previous Cesarean section: late operation: cure. 
Stormy convalescence after Cresarean section. Spontaneous rupture 
occurred during mild exertion, some shock ; condition not recognized until 


next day, when subtotal hysterectomy was performed. 


Rupture at the onset of labour at eight months, of a uterus after Cesarean section: 
hydramnios: placenta inserted over the scar, 

There is no note as to the convalescence or technique of Caesarean section 
which was done for placenta previa at seven and a half months (infant only 
suryived a few days). Minor degree of pelvic contraction and hydramnios 
were recognized during the second pregnancy. Abdominal pains caused 
her to seek admission, general condition good. Three hours later a profound 
degree of shock had developed, the uterus could be definitely palpated with 
foetus inside; laparotomy was decided upon but death preceded its 
performance. At the autopsy the whole length of the scar had given way 
but the ovum remained in utero with the placenta bulging through. 


Dystocia due to the shoulders in a case of prolonged gestation, 

A gestation history of 347 days which the author is disinclined to 
accept as authentic. After a very difficult extraction by embryotomy the 
collected pieces weighed 6 kilos 450 gm. The author had attended another 
member of the same family three years previously for an oversize infant 
causing dystocia at term. 

The labours presumably occurred in Teheran, Persia. 


Ligature of veins and hysterectomy in some forms of puerperal sepsis. Two further 
cases, 
Three earlier cases published included (1) hysterectomy and, some days 
later; ligature of both common iliac veins; (2) ligature of vena cava 
inferior; and (3) ligature of the inferior vena cava and both ovarian veins. 
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All three patients survived. The present cases were (1) hysterectomy and 
ligature of common iliacs; cure; and (2) ligature of the inferior vena cava; 
died. 


Metrorrhagia cured by hetero-hemotherapy. 


Six injections of 20 cc. of blood from her two sisters ; injections into thigh 
muscles owing to inaccessibility of patient’s own veins. 


Gn the treatment of missed abortion, 

Keller insists that non-interference should be the rule except in face of 
infection of the uterine contents with dilatation of the cervix, or when the 
expulsion has been complete and remaining portions can be felt through 


the dilated cervix. In either case the finger and not the curette should 
be used. 


A case of puerperal uterine inversion. 


Early replacement of the uterus during the period of shock was followed 
very shortly by death. 


BULL. DE LA SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE 
DE PARIS. 
No. 4, April, 1927. 

Spinal anesthesia in obstetrics. Brindeau and Lantuéjoul. 

Labour at term in a woman operated on 28 months earlier by the 
abdomino-peritoneal route for cancer of the rectum. Richard and 
Lacomme. 

Hydramnios: anencephalic monster with multiple malformations. 
Devraigne and Lotte. 

On a case of severe haemorrhage (uterine) between the fifth and sixth days 
after labour in a woman with puerperal infection. Deromps. 

Vulvo-vaginal hematoma following coitus. Deromps. 

On the births and infants put out to nurse in Paris from 1920—1927. 
Bouchacourt. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE D’ALGER. 

A case of red degeneration of fibroid during pregnancy. Goinard. 

*Epithelio-sarcoma of the cervix uteri treated by radium: secondary 
invasion of the vesico-vaginal wall: further radium treatment : result, 
four years and two months after the first treatment. Ferrari. 

The reactions of Hecht and of Bordet-Wassermann at the Maternity at 
Algiers. Laffont and Méleé. 

The discovery and treatment of syphilis at the Maternity at Algiers. 
Laffont and Jahier. 

The isolation block of the Maternity at Algiers. Laffont and Hoiiel.. 

The section of puericulture at the Maternity at Algiers. Laffont and Binet. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 
Professor Commandeur. Obituary Notice. 
*Meningeal hemorrhage in a neonate after spontaneous labour in a 
contracted pelvis. Trillat and Gaucherand. 
Anencephaly and syphilis. Trillat and Gaucherand, 
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Pneumonia during pregnancy. Rhenter and Thévenou. 

Three cases of meningeal heemorrhage in syphilitic neonates. Voron and 
Pigeaud. 

A case of haematoma of the cord. Trillat and Bansillon. 

On perforations of the uterus during dilatation by Hegar’s dilators. Cotte. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE 
STRASBOURG. 

Paraganglionoma of the suprarenal with arterial hypertension; with 
relation to obstetrical shock. Oberling and C. Jung. 

Concerning the variations presented by the different structures met with 
in low Ceesarean section. Burger. 

Spasmodic contractions of the uterus in labour. Bindschedler. 

Spasmodic contractions localized in the cervix of the uterus in labour. 
Horrenberger. 

Spasmodic contractions, disturbances of innervation. Schickelé. 


SOCIETE BELGE DE GYNECOLOGIE ET D’OBSTETRIQUES. 
Hydatidiform mole complicated by eclampsia. Brouha. 


Epithelio-sarcoma of the cervix uteri treated by radium: secondary invasion of the 
vesico-vaginal wall: further radium treatment: result four years and two months 
after the first treatment. 5 

Apparent cure. 


Meningeal hemorrhage in a neonate after spontaneous labour in a contracted pelvis. 
The diagnosis seems to have been made on rather scanty grounds. The 
infant recovered after two lumber punctures: at the first no blood was 
observed in the fluid, at the second a few red cells were noted. 
R. A. Hendry. 


Bruxelles Médical. 


April 24, 1927. 
*On drainage after laparotomy for peritonitis, ovarian abscess and 
pyosalpinx. R. Schockaert. 
May 1, 1927. 
*The test of labour and low Ceesarean section. J. J. Snoeck. 
*Sero- bacterio- and chemo-therapy in the prophylaxis of puerperal 
infections. J. L. Wodon. 
May 22, 1927. 
Degenerate myoma in a nullipara of 79. R. Schockaert. 
June 5, 1927. 
*Ovarian graft from monkey to woman. Latis Bey. 
June 12, 1927. 
Contribution to the radio-biological study of carcinoma of the cervix 
uteri treated by radiation from a distance. Curves of pycnoses, normal 
mitoses and atypical mitoses. A. P, Dustin, 
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On drainage after laparotomy for peritonitis, ovarian abscess and pyosalpinx. 

In these cases Schockaert used to be a partisan of the Mickulicz drainage, 
but this has been gradually given up. He now drains the pouch of Douglas 
from below, and in closing the abdominal incision, three or four strips 
of iodoform gauze are left leading down to the subperitoneal tissues. In 
this way any suppuration in the abdominal wall is minimized. 


The test of labour and low Cesarean section. 

The low operation may be performed with less risk of septic complica- 
tions: hence, in cases where spontaneous delivery may occur, a trial of 
the natural powers is justified. The uterine contractions must be carefully 
watched. In some cases small doses of pituitrin and rupture of the 
membranes may assist the engagement of the head. If tonic contraction 
occurs, sedatives or immediate Ceesarean section are required. It goes 
without saying that the treatment is continuously supervized by a 
specialist and that the surroundings are surgically perfect. 


Sero- bacterio- and chemo-therapy in the prophylaxis of puerperal infections. 

Wodon quotes statistics which show that the total puerperal morbidity 
is 10 to 12 per cent. After important obstetric operations the morbidity 
is 4o per cent. and the mortality 3.5 per cent. Asepsis and antisepsis have 
only partially succeeded in preventing puerperal sepsis. Prophylactic 
sero-therapy and bacterio-therapy have been tried by numerous investi- 
gators and in many ways, without any convincing results. Preventive 
chemo-therapy by injections of arsenobenzol or sulpharsenol is at the 
present time the most promising method. Wodon promises to give his 
results at a later date. 


Ovarian graft from monkey to woman. 

The patient was a woman 30 years of age, suffering from dementia 
pteecox. There was evidence of ovarian insufficiency : menses very slight 
at intervals of six or seven months. There was also an adenoma of the 
thyroid with hyperthyroidism. 

The grafts were fixed on the surface of the patient’s ovaries, and at the 
same operation the thyroid tumour was extirpated. After the operation 
the patient menstruated regularly every month, and the mental condition 
improved to some extent. 

Reference is made to Toulouse, Bloch and Schiff, (Encephale Nov., 1926)- 
who performed ovarian homo-grafting in eight cases of psychopathy, with 
four successes. 

A. Gough. 


Archiv fir Gyndkologie. 


April 20, 1927. 

*The anterior lobe of the pituitary gland and the ovary: the relations of 
the endocrine glands and the ovarian function. B. Zondek and S. 
Aschheim. 

The normal monthly cycle in the human vaginal mucous membrane. 
K. Dierks. 

The iodine content of the blood and its alterations during menstruation 
and pregnancy. E. Maurer. 
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The lipoid of menstrual blood. A. Hermstein. 

Fat metabolism of the corpus luteum in relation with its function. 
C. Kaufmann and K. Raeth. 

*The question of tubal menstruation: significance of an endometrioid 
formation in the tubal mucous membrane. Salpingitis pseudofollicu- 
laris. W. Lahm. 

The motor nerve supply of the Fallopian tube. F. Kok. 

The significance of the Wassermann reaction in obstetrics. H. Baumm. 

The biology of the cerebrospinal fluid. (2) Researches on the cerebro- 
spinal fluid in non-syphilitic pregnant subjects and parturients giving 
the Wassermann and Sachs-Georgi reactions. E. Vogt. 

The remains of a primary lesion of the portio? H. Hinselmann. 

The body length of the full-time foetus. E. Weliefritz. 

*The influence of narcosis on the contractility of the puerperal uterus. 
H. Franken and H. Schlossmann. 

Theory and practice of sex prediction by the interferometric method. 
A. Streck. 


The anterior lobe of the pituitary gland and the ovary: the relations of the endocrine 
glands and the ovarian function. 

Implantations of various endocrine glands failed to induce cestrus in 
castrated mice. In infantile mice, cestrus could not be induced by 
parenteral protein injections, by thyroid implantations or feeding with 
thyroid extracts, by thymus implantations, by epiphyseal implantations, 
by implantation of suprarenal glands or feeding with suprarenal extract, 
or by injections or grafts of posterior lobe of pituitary. On the other hand, 
implantation in an infantile non-castrated mouse of a small piece of the 
anterior lobe of the pituitary (preferably of the cow, but also of other 
animals or of human males or females) led to appearance within about 
100 hours of a well marked cestrus, with hyperemia of the genitalia, 
typical appearances in the vaginal secretion, ripening of follicles in thc 
ovary and even transit of an ovum through the Fallopian tube. These 
phenomena were similar to those following injection of hormone-containing 
follicle-wall or corpus luteum or of Zondek’s folliculin (water-soluble 
ovarian hormone), but differed in that they could not be produced in 
castrated animals. The conclusion is drawn that the anterior lobe of the 
pituitary gland is the “motor of sexual function,’ which brings the 
follicular apparatus into action, induces follicular ripening and causes a 
secondary mobilization of the cestrus-producing ovarian hormone. Com- 
mercial preparations of watery extracts of anterior lobe of pituitary were 
found inactive. 


The question of tubal menstruation: significance of an endometrioid formation in 
the tubal mucous membrane. Salpingitis pseudofollicularis. 

Although it is certain that regular cyclical menstruation does not occur 
in the Fallopian tube, the changes in the Fallopian tube which may accom- 
pany uterine menstrual changes include cedema, hypereemia, round-cell 
infiltration, tissue-haemorrhages, localized loosenings of portions of epithe- 
lium and bleeding into the lumen. Tubal menstruation can only be proved by 
microscopical findings: the presence of blood within the lumen is not 
conclusive, and desquamated epithelial fragments may have come from the 
uterus. A case is described in which both Fallopian tubes, removed with 
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the uterus for perimetritis and pelvic peritonitis, contained portions of 
mucous membrane resembling endometrium (a corresponding stage of the 
cycle was shown in both uterine and tubal mucosa), as well as, more 
distally, a salpingitis pseudofollicularis. In a second case were found 
a ripe corpus luteum, pre-necrotic endometrium, and a Fallopian tube 
containing blood and desquamated mucosa, with local microscopic 
appearances of pseudofollicular salpingitis. The hypothesis is advanced 
that this last-named condition 1s connected with the occurrence of 
cyclical menstrual changes in a mucosa which has been imperfectly 
differentiated and shows a persistence of foetal characters. 


The influence of narcosis on the contractility of the puerperal uterus 
In rabbits within 24 hours after parturition, administration of. ether, 
and especially of chloroform, was found to diminish or, for a time, abolish 
the uterine contractions. The giving of gas (narcylen), on the other hand, 
was accompanied by more forcible contractions. 
W. E. Crowther. 


Monatsschrift fir Geburtshulfe und Gynakologie. 
Vol. Ixxvi, No. 1, March, 1927. 

*Remarks on Franken’s article : Estimation of the integrity of the placenta 
by means of air instead of milk. A. Haba. 

*The treatment of mastitis with autogenous blood, Bardenheuer’s incision 
and secondary suture. Harttung. 

*Cranial injuries. E. Martin. 

*Diagnostic errors in double malformations of the uterus. H. Siegmund. 

Pyosalpinx with liver and brain abscess. A. Esser. 

*On inflammatory changes in myomata. O. Frankl. 

*Causation of sterility and tubal gestation in the light of new investi- 
gations on the functions of the Fallopian tubes, with a contribution on 
the subject of diverticula. F. Kok. 

On the use of gloves in midwifery in 1758. E. Ebstein. 

Vol. Ixxvi, No. 2, April, 1927. 

*Agelutination of blood and its practical value. E. Klaften. 

*Is the loss of weight at the end of pregnancy a sign of imminent labour ? 
H. Biehle. 

*Observation of a rare toxeemia of pregnancy, asthmopathia gravidarum. 
J. H. Schneider. 

*Treatment of closure of the vagina. W. Odenthal. 

Operation for myomata. H. Hinterstoisser. 


Remarks on Franken’s article: Estimation of the integrity of the placenta by means 
of air instead of milk. 
Haba, who had used this method independently, confirms Franken’s 
results; the test is almost too delicate. and is of most value where no 
bubbles escape from a suspiciously torn-looking area. 


The treatment of mastitis with autogenous blood, Bardenheuer's incision and 
secondary suture. 
Harttung recommends (1) the intramuscular injection of 10 cc. of the 
patient’s own blood in early mastitis; (2) Bardenheuer’s incision in later 
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cases, followed by (3) tampons soaked in ten per cent. saline; and (4) early 
secondary suture when clean, which greatly expedites healing. 


Cranial injuries. 


Martin repudiates the suggestion that most cranial injuries during labour 
could be avoided by more active treatment. 


Diagnostic errors in double maiformations of the uterus. 

The diagnosis is greatly complicated by pregnancy. In non-pregnant 
women the following conditions have been confused; tumours of the 
adnexa, uterine fibroids, ovarian tumours, broad ligament fibroid, low 
kidney or a rudimentary horn. In early pregnancy, ectopic gestation, 
pyo- or hamato-salpinx and cysts have to be considered. At term the 
difficulty arises from the double internal os and the septum, which may 
suggest placenta praevia, especially if the non-pregnant half bleeds. The 
most valuable sign is the course of the round ligaments. 


On inflammatory changes in myomata. 

In his first case Frankl believes that the infection of a single mural 
fibroid in a pregnant uterus was hematogenous as the endometrium was 
sterile, and that hysterectomy saved the patient from an inevitable peri- 


tonitis; the second case was similar with much perivascular infiltration. 
Both patients were afebrile. 


Causation of sterility and tubal gestation in the light of new investigations on the 
functions of the Fallopian tubes, with a contribution on the subject of diverticula. 
Kok, working with sows, believes that tubal diverticula are congenital, 

not inflammatory, and of no importance in the causation of ectopic 

gestation. He suggests deficient tubal peristalsis, or more probably, 
spasmodic contraction of the isthmus as causes of tubal pregnancy and 
of sterility. 


Agglutination of blood and its practical value. 

After emphasizing the constancy of the blood groups in any individual 
from the foetus onward, Klaften brings out the following points of interest. 
The occurrence of the same group in mother and child is apparently 
favourable as these infants tend to be heavier at birth. Monovular twins 
are always of the same group. Before blood transfusions, a biological test 
(i.e., injection of 5 cc. blood) should be done as well as Moss’s grouping ; 
even so, a fatal result has occurred in a puerperal woman with anemia 
and jaundice; Klaften suggests that here, identity rather than compati- 
bility of group, is essential. The inheritance of groups is believed to be 
Mendelian, groups II and III being dominant, and groups I and IV recessive. 


Is the loss of weight at the end of pregnancy a sign oi imminent labour? 

Biehle concludes that though loss of weight occurs in the majority, 
especially of primigravide, it is of no diagnostic value, and probably 
depends to some extent on early uterine contractions. 


Observation of a rare toxemia of pregnancy; asthmopathia gravidarum. 

This isolated case was believed by Schneider to depend on a_ latent 
instability of the vegetative nervous system, revealed by a_ pregnancy 
toxeemia. The condition was rapidly relieved by daily intravenous doses 
of calcium, (afenil 10 cce.). 
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Treatment of closure of the vagina. 

Odenthal concludes that where haematocolpos is uncomplicated, vaginal 
operation is indicated, but an examination under anzesthesia should be 
done in all cases, and where a heematosalpinx is also found, laparotomy 
should be performed. The danger is sepsis occurring in the excellent 
culture medium of the contained blood, and operation should aim at 
emptying the Fallopian tubes, or where this fails, at removing the 
Fallopian tube and its contents, followed by vaginal incision of the hymen. 

Dorothy N. L. Leverkus. 


Miinchener Medizinische Wochenschrift. 


No. 5, February 4, 1927. 
Bacteriological findings in pemphigus in sucklings. M. Richter. 
No. 6, February 11, 1927. 
On the consequences and value of Réntgen castration. P. Feldweg. 
The treatment of carcinoma. A. Theilhaber. 
Our experiences with retroplacental blood and investigations of the blood 
during labour. Hackemann. 
The treatment of cervical gonorrhoea with hot air. KE. F. Imiel. 
No. 7, February 18, 1927. 
*Blood groups: their significance in the diagnosis of monovular or 
binovular twins. E. Wiechmann and H. Paal. 
A proposal for the legal determination of the paternity of the illegitimate 
child. Louros and H. Miiller. 
*Is the reinfusion of peritoneal blood necessary in the treatment of 
ruptured tubal pregnancy? T. Brunner. 


No. 8, February 25, 1927. 
On the utility of Dold’s placental Wassermann reaction. H. Gross. 
*Experiences with pituigan. O. H. Caspary. 
No. 9, March 4, 1927. 
*On the causes of the onset of labour. H. Knaus. 
X-ray treatment of carcinoma of the breast. W. Wynen. 
*The influence of previous abortion on parturition. S. M. Klein. 
*A criticism of operative procedures in ruptured tubal pregnancy 
T. Brunner. 
No. 10, March 11, 1927. 
*The principles of a combined attack on syphilis in the family by the 
gyneecologist and pzediatrician. C. Noeggerath. 
*Osteoperiostitis of the tibia; a common sign in infantile syphilis. 
K. Sollgruber. 
No. 11, March 18, 1927. 
*Treatinent of primary weakness of pains in the first stage of labour by 
small doses of hypophen. ©. Silzer. 
*Torsion of the pedicle of a uterine myoma. W. Ryloff. 
*Torsion of the pedicle of an ovarian cyst in a child of 12 years. Ohmstede. 
No. 12, March 25, 1927. 
Serious forms of toxicosis in pregnancy. H. Kiistner. 
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Blood groups: their significance in the diagnosis of mcnovuiar or binovular twins. 
In discussion of Siemens’ methods for the diagnosis of monovular and 
binovular twins, the author finds the blood groups of real assistance. 
Blood grouping is hereditary and is inherited according to Mendel’s law, 
and is constant for the individual and remains uninfluenced by even the 
severest illness. As monovular twins represent the only type of human 
being with identical heredity and as they are the only isozygotic individuals, 
it follows that they must belong to the same blood group. Binovular twins, 
on the other hand, may belong, theoretically, to the same or to different 
blood groups as may brothers and sisters. Investigations were carried 
out on 24 pairs of twins of widely differing ages. The diagnosis in each 
case was made by Siemens’ method. The 12 pairs in whom the diagnosis 
of monovular twins had been made were of the same blood group. Four 
pairs belonged to group O, seven to A and one pair to B. Two other twelve 
pairs were diagnosed by Siemens’ method as binovular. Of. these, nine 
pairs belonged to the same blood group (four to O, and five to A). Three 
pairs belonged to different groups but all to groups O and A. These three 
pairs were of different sex, and were certainly binovular. 
The author concludes that Siemens’ method is a reliable one for the 
diagnosis of monovular or binovular twins and that blood grouping is of 
real assistance in the determination of the two varieties. If the twins 
belong to the same group they may be either monovular or binovular ; if 
to different groups they must be binovular. 


Is the reinfusion of peritoneal blood necessary in the treatment of ruptured tubal 
pregnancy? , 
Brunner had the opportunity of critically examining Hempel’s statement 
that after re-infusion convalescence is more rapid and certain and_ that 
complications are lessened. The mortality following this procedure, 
however, is very high, and there are many dangers to be avoided, such as 
°air emboli, cardio-vascular complications, infections of the blood, haemolysis 
and agglutination in the peritoneal cavity, toxins from the defibrinated 
blood, too rapid cooling of the blood during transfusion, and disease of 
the kidneys. Any one of these conditions may cause death. He concludes 
that the method, though it may show results in a large institution in well 
selected cases, with good assistance and team work, is entirely unsuitable 
to, and may be highly dangerous in, smaller hospitals. 


Osteoperiostitis of the tibia; a common sign in infantile syphilis. 

Sollgruber insists on the importance of a good radiological examination 
of the bones in cases where congenital syphilis is suspected, but which show 
no skin changes, no enlargement of spleen or other reliable sign. Three 
years ago, in Hamburger’s clinic, a spindle-shaped thickening of the middle 
of the tibia was the only sign discovered in an infant. It was not visible to 
the eye but was distinctly palpable and it disappeared after two months 
specific treatment. Since then this sign, a palpable tibial periostitis, has 
been found in a very large percentage of luetic children and confirmed by 
the X-ray picture which distinctly shows in many cases a spontaneous 
attempt at healing which should not be ascribed to specific therapy. 


Torsion of the pedicle of a uterine myoma. 


Ryloff gives particulars of a case in a woman of 50 suddenly seized with 
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colic and diarrhea. This occurred on three successive days, the third 
time with obstruction, followed by rigor and vomiting. The patient was 
removed to hospital with a temperature of 101 degrees, a pulse rate of 112, 
a leucocytosis of 13,000. The abdomen was distended and there was tender- 
ness over the symphysis. On vaginal examination there was much pain 
and tenderness, and a resistant mass was palpable in Douglas’ pouch. 
Under an anzesthetic, the uterus was found to be uneven and the seat of 
a tumour. Laparotomy revealed a subserous myoma on the posterior 
uterine wall, with a short thin fibrous pedicle. It was blue-black in colour 
from congestion and there was torsion of the pedicle to about 180 degrees. 
Ileus on the second day was overcome by givng 50 c.cm. of salt solution 
intra-venously with four c.cm. of “hypophen.’? No cause can be ascertained 
for the torsion. 


Torsion of the pedicle of an ovarian cyst in a child of twelve years. 

Torsion of the pedicle of the ovary is common in adults but rare in 
children. Ohmstede gives notes of a case of a child aged twelve years 
who was suddenly seized with colicky, pains on the right side, accompanied 
by vomiting. The attack passed off completely but recurred on the second 
day. On the fourth day she was sent to hospital with the diagnosis of 
appendicitis. A further diagnosis having been made of ileus by invagi- 
nation. Laparotomy was performed. A hemorrhagic cyst of right ovary 
was found with torsion of the pedicle, which was twisted two and a half times 
round itself. The right adnexa was removed. The cause of the torsion 
was not apparent. The author points out that in the differential diagnosis 
of appendicitis, torsion of the pedicle must be considered in cases where 
sudden colicky pains alternate with normal conditions and a_ rectal 
exainination may clear up the diagnosis. 


On the causes of the onset of labour. 

This problem has interested obstetricians for centuries. The author 
reviews recent work since Sauerbfuck and Heide’s theory that at the end 
of pregnancy certain substances are produced in the maternal organism 
that excite labour pains and start the process of parturition. The nature of 
these substances is obscure. A year later, as the result of examination 
of a large number of pregnant women, Heide concluded that labour was 
an anaphylactic phenomenon, brought about by a foreign protein, i.¢., the 
foetal serum. His evidence, however, was not very convincing. Naegeli 
believed that at the end of pregnancy there was degeneration of the amniotic 
membrane which, becoming detached, acted as a foreign body in the 
uterine cavity. Similarly, the placenta, if it were the seat of infarcts, 
might act in a like manner and produce uterine contractions. Many other 
workers have believed that the biochemical relations of mother and child 
were factors in causing the onset of labour, but were unable to bring 
forward conclusive evidence in support of the theory. The influence of 
the nervous system was thought by others to be the decisive factor and 
nerve centres for the uterus might exist in the medulla or in the lower 
cord, but Offergeld, Routh and others have shown conclusively that labour 
sets in normally in cases where the uterus is cut off from the central nervous 
system and after severe injury to the lower cord. Maternal blood again 
has been the subject of much research but no changes in it were found to 
account for an influence of this sort. 





624 Journal of Obstetrics and Gynecology 


Changes in the endocrine glands have been found in animals during 
pregnancy and with Dale’s discovery of the extract of the posterior pituitary 
lobe, the possibility was opened out of bringing the increase of secretory 
activity of the pituitary gland and the onset of labour into causal relation, 
the more so, as during labour, the pituitary gland undergoes changes in 
size and structure. Dixon showed that normal liquor cerebri contained 
pituitary extract, the quantity of the extract varying greatly, being 
determined by other internal secretory glands. Later, Dixon and Marshall 
suggested that the pituitary gland was activated by ovarian secretion and 
produced uterine contractions leading to the expulsion of the foetus. 

The studies of Clarke and Knaus on the process of conduction of the 
contraction wave through the uterine wall and the observations of Dixon 
and Marshall on the varying behaviour of the uterine muscle throughout 
the phases of the cestrus cycle and of the influence of pituitary extract on 
pregnancy, led the author to work intensively on this problem. He carried 
out a series of experiments which made him conclude that the pituitary 
secretion cannot be the prime factor in causing the onset of labour, but that 
it is the physiological changes which take place in the uterine musculature 
that are the principle factor. These changes consist in a gradually 
increasing capacity for contraction which culminates towards the end of 
pregnancy in an intensive spontaneous contraction which ends in the 
emptying of the hollow organ. Thus, parturition is not an event suddenly 
determined by events occurring outside the uterus, but it is the sum of 
the various changes which occur in that muscle itself. The author’s 
experiments show that during pregnancy there is an enormous increase 
of cells in the uterine muscle. ,With this there is increased tone and a 
greater power of contraction and of autonomous mobility. These three 
factors become so prominent in the rabbit during the last ten days of its 
thirty-one days of pregnancy that on the thirty-first day the foetus is 
expelled. The onset of labour then depends on the physiological maturity 
of the uterine muscle which occurs together with growth of the muscle cells. 
This explains how it is that parturition is independent of any nerve 
influence and also why it is that under normal conditions, any attempt 
to end pregnancy prematurely by ecbolics, is useless during the first months 
of pregnancy, because the uterine muscle has not yet got up its requisite 
power for expulsion. The growth of the muscle cells and the physiological 
changes accompanying growth are dominated by the hormones from the 
ovary. In all mammals, with the exception of the ape, extirpation of 
both ovaries during pregnancy leads to resorption or to premature expulsion 
of the foetus. In some animals the corpus luteum is the dominant factor. 
In the human being this is only the case during the first months of 
pregnancy. From the fourth month the stimulus is provided by the ovum 
itself. 


Experiences with pituigan. 

Caspary has tried Henning’s new posterium lobe pituitary extract 
“pituigan’” in 160 labours, 68 abortions and over So cases during the 
puerperium and finds it superior to any other pituitary preparation, on 
account of its more exact dosage, prompt effect and harmlessness to both 
mother and child. It has been prepared according to the requirements of 
Professor Trendelenburg and is made in two strengths, Pituigan and 
Pituigan Forte. One c.cm. of the former corresponds to 10 mg., and one 
ccm. of the latter to 20 mg., of fresh post-lobe substance. 
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The former is used in the second stage of labour, the latter in cases of 
late and septic abortion and in the puerperium in which excellent results 
were noted in subinvolution, lochiametra and ischuria puerperalis. The 
contra-indications for its use are hyperpiesis and eclampsia. In no case 
was any harmful effect recorded. 

A criticism of operative procedures in ruptured tubal pregnancy. 

The author believes with Franz and Doederlein that operative inter- 
ference is always indicated in this condition and that simplicity of 
technique is the great essential. He considers reinfusions of peritoneal 
blood far too risky in ordinary practice and does not agree that leaving the 
peritoneal blood is likely to cause adhesions. The question of the removal of 
Fallopian tubes and ovaries depends on the exigences of the individual 
case, but, on the whole, conservative methods are best. 

In young women, he considers amputation best and simplest. Franz, 
on the other hand, considers amputation to be bad technique on account 
of the risk of later pregnancy in the stump, which would necessitate a 
second operation. This risk is, however, exceedingly rare. In older patients 
and if the Fallopian tubes are diseased, excision of one Fallopian tube 
may be necessary and the second Fallopian tube should be carefully 
examined, since double tubal pregnancy is not a rare occurrence. Removal 
of both ovaries is necessary should there be extensive haematocele or any 
degenerative change. In younger women, a part of the ovary should be 
preserved. Failing this, transplantation should be resorted to. 


The influence of previous abortion on parturition. 
In a critical analysis of obstetric cases at the Plechanov Hospital, 
Woronesch, the author deplores the frequence of artificial 


interruption of 
pregnancy in Soviet Russia because of its bad effect on the 


general health, 
especially as regards the damage to uterine muscle, the formation of scars 
and the consequent narrowing of the uterine cavity. Energetic operative 
interference of this kind has its sequel in imperfect regeneration and later 
on in atrophy of the uterine mucous membrane, which has a most damaging 
effect on future pregnancies and parturitions as the sudden interruption 
of connexion between the ovum and the wall of the uterus obliterates the 
blood vessels destined for the nutrition both of uterus and feetus and to 
weakening of muscle tone. Thus the power of contraction is weakened 
and heemorrhage becomes inevitable. Also, the stretching of the cervical 
canal by metal dilators leads to tears, especially round the internal os. 
This causes scar formation. Infections are a common sequel leading to 
chronic inflammations which complicate parturition and the puerperium. 
These are especially likely to occur in a first pregnancy, as the cervical 
canal is very resistant to stretching and very easily damaged by force. 

Another evil is the damage to the internal secretory functions of the 
sexual organs by the sudden elimination of the corpus luteum and the 
placenta. 

Boudarev has pointed out how important for the whole female organism 
are the internal secretions of these glands and the changes which take 
place in them during pregnancy and how interference of this kind damages 
the delicate glandular balance supplemented by pituitary, thyroid, supra- 
renals, ovaries, and pancreas. This 


interference is the cause of some of 
the most serious complications of 


labour, such as placenta praevia, 
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adherent placenta and hemorrhage. Further, a previous abortion is apt 
to give rise to delayed labour next time, and to weakening of the pains, 
often necessitating the use of forceps and of manual detachment of the 
placenta. 


Treatment of primary weakness of pains in the first stage of labour by small doses 
of hypophen. 

The author warmly recommends the use of pituitrin or its new German 
substitute, hypophen (Gehe), in cases where, after labour has begun, a 
a negative phase sets in which may last hours or even days, the reason 
being either primary feebleness of labour pains or spasm of the os uteri. 
This occurs oftenest in elderly primigravidee. One  intra-muscular 
injection of one c.cm of this preparation stops the spasm, hastens labour 
and makes it easier. In 25 per cent. of the cases these injections shortened 
labour considerably without the slightest damage to mother or child. By 
thus limiting the time of labour and the severity of the pains the danger 
of infection is lessened, and the nervous system of the patient is uplifted 
instead of being depressed. Only 4.5 per cent. of the cases were found 
refractory to hypophen. 


The principles of a combined attack on syphilis in the family by the gynacologist 
and pediatrician. 

The author is of opinion that progress in the extermination of diseases 
which attack the family as a whole will never be made until the gyneeco- 
logist and the peediatrician join forces in a systematic campaign. He 
discuss the matter under three headings: (1) the importance of this 
scourge as regards its effects; (4) prophylaxis; (3) treatment. 


1. Importance: Discussing a large field of statistics on congenital 
syphilis he divides these into three groups: (1) Hospital in-patients with 
a mortality of 50—67 per cent.; (2) out-patient cases with a mortality of 
15—19 per cent.; and (3) welfare centre cases with a mortality of 24—35 
per cent. 

This great difference in the mortality of the three groups is only partially 
explained by the fact that the wards of a hospital always get the worst 
cases and that these are far more exposed than others te various infections, 
while in an out-patient clinic, only comparatively slight cases are handled. 
The welfare centres treat both light and serious cases but these have had 
the advantage of continuous medical and nursing superintendence. 

But the total results of these figures show a state of affairs that is far 
from satisfactory. Even in the most favourable cases with a mortality of 
15.4 per cent. in spite of the results of welfare work, one third to one 
quarter of these infants die before the end of the first year. A second 
table shows the heaviest mortality to be in the first three months ol 
syphilitic infant life. After that there is a decided decline in mortality. 

The author agrees with Hiihne in considering that the two danger 
zones in congenital cases are; (1) the first five years of life with their 
increasing mortality ; (2) the years of puberty and post-puberty with their 
other infections and frequent bouts of illness. It is only the youngest 
members of group (1) that fall victims to lues per se. The older ones 
die because of their lowered resistance to other infections and from distur- 
bances of nutrition. Pneumonia is the greatest danger, In the second, 
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or puberty group, Hiihne gives the first place to diseases of the central 
nervous system, lues cerebri, general paralysis and tabes. 

Another table by Veeder and Jeans from Anglo-American sources gives 
the results of 1,332 pregnancies in 250 leutic families as compared with 
1712 pregnancies in 350 normal families. The women of the syphilitic 
families had double the number of miscarriages and the mortality of the 
children was raised by 20.5 per cent. against 13 per cent. On the other 
hand, the non-syphilitic marriages had four times more healthy children 
(76 per cent. against 18.3 per cent.). 

Hata’s Japanese statistics give still worse figures. In five years in 100 
syphilitic marriages there were only five healthy children. Hiihne finds 
that only one-fifth of syphilitic families have healthy offspring and the 
author appeals for a far more energetic campaign against this scourge of 
family syphilis. 

The first essential is that physicians should be perfectly au fait in the 
diagnosis of congenital syphilis. That this is not the case everywhere, he 
shows by reference to cases sent to his-ciinic; among others, an infant with 
typical maculo-papular squamous exanthema and pemphigus sent in with 
the diagnosis of measles and chicken pox. The early recognition of this 
disease is made difficult by the fact that large numbers of syphilitic infants 
have little or no sign and no symptoms. Becholdt, of Dresden, states that 
among 200 syphilitic infants only one third had cutaneous signs or a 
positive Wassermann reaction and only in one half of these was he able 
to prove syphilis in the parents. This increasing number of symptomless 
and difficult cases is doubtless due to extensive use of parental and ante- 
natal prophylaxis. 

Another difficulty in diagnosis is due to the fact that some of the 
commoner signs of syphilis are found in other conditions, such as glove- 
leather soles and palms in morasmic or premature children, also luxuriant 
hair growth, while snuffles is present in rhinitis sicea and children with 
congenital cystic disease of kidney often have the typical grey and 
wizened appearance of luetic infants. In influenza, paronychia is common 
and only to be distinguished from the syphilitic variety by its rapid 
disappearance without specific treatment. 

Two signs, however, are more reliable: (1) enlargement of spleen (the 
younger the infant, the more reliable); (2) specific osteo-chondritis and 
periostitis in a trustworthy X-ray picture. 

Lastly, laboratory methods. The writer lays stress on a few points, such 
as taking the results of laboratory diagnosis in strict conjunction with other 
findings and on making due allowance for alterations due to transit and the 
fact that these reactions may remain negative in infants up to the third 
month of life, especially in cases where positive proof is most necessary, i.e. 
in lues without signs and symptoms. A positive Wassermann reaction is 
positive proof of existing syphilis, but even this may fail, as in the case 
of an infant brought to the author with spastic paraplegia diagnosed by 
him in spite of the negative Wassermann reaction, as a case of endarteritis 
syphilitica with encephalo-malacia. The post-mortem findings, supported 
by the negative Wassermann reaction of the mother, showed no sign of 
syphilis, only a non-specific softening of the brain. The most definite 
laboratory proof is the finding of Schaudin’s spirochaetes. 

The author’s views on prophylaxis may be stuimmed up in the words, 


“Free the mother from living spirochactes.”” The superiority of salvarsan 
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over mercury as a prophylactic has been shown by Fournier whose statistics 
give 17.9 per cent. living children with mercury, against 86 per cent. with 
salvarsan while there are 82.9 per cent. still-born with mercury and 13.2 
per cent. with salvarsan. 

His rules for prophylaxis may be summed up as follows :—(1) the father 
only to be treated if actually ill from syphilis ; (2) all pregnant women who 
have had connexion with a syphilitic man to be treated whether symptoms 
be present or not; (3) treatment to be combined salvarsan and mercury, 
the exact position of bismuth as replacing mercury not yet being 
determined. As regards the question of dosage there is a great difference 
of opinion. Davidsohn advocates a mild cure on account of possible risk 
to the pregnancy of an energetic cure. On the other hand, the statistics 
from Baudelocque’s clinic show by far the best results from an energetic 
cure. Opinions differ widely as regards the specific treatment of infants 
born of syphilitic parents without signs. Davidsohn, Judassohn and the 
author consider it advisable to treat every infant born of a syphilitic mother 
who has, herself, not been sufficiently treated during pregnancy. 

As regards the treatment of congenital syphilis, the chief danger for 
the syphilitic child is the breaking down of his resistance by infections or 
by disturbances of nutrition or faulty hygiene. Also he may be a grave 
danger to his environment. 

This gives us practical lines on which to base our therapeutic measures. 
The most important factor is the close relationship of leutic infections 
to the nutrition of the infant, always remembering that in many cases of 
congenital syphilis, treatment itself may have an adverse influence on 
nutrition. Both mercury and salvarsan may have a lowering influence 
on the nutrition of these childven. Their influence may be directly or 
indirectly due to toxins liberated by damage to the spirochaete and it may 
be favourable or unfavourable to the patient. Mercury appears to increase 
metabolism. Salvarsan often causes increase of weight (independently of 
water retention). Both require high feeding and then concentrated feeding. 
On the other hand, both drugs may give rise to diarrhcea which often 
imperils life and compels the adoption of too low a dosage. Also, 
salvarsan often lowers the resistance to other infections. Maternal milk, 
reinforced by concentrated foods is the best food for these children. The 
question as to whether syphilis, especially if it has not been present long, 
is curable by drugs is a disputed one. Uhlenhuth recently declared that 
this is possible by silver salvarsan and bimuth. But how can we ever 
be sure that the spirochaete is not lurking in the glands and internal 
organs in spite of the disappearance of all signs ? 

The thoroughness of the first course of treatment is most important. 
Another difficulty is the dosage. Are large doses justifiable in the first 
course and are they advisable later? Ehrlich, himself, expressed fear lest 
the sudden destruction of the innumerable spirochaetes present in the 
syphilitic infant should kill the patient or damage him severely. These 
fears seem to have been largely overcome in later years and _ brilliant 
results in the treatment of congenital syphilis have been obtained by severe 
and repeated courses. Some figures by Kicsel, contrasting the results of 
mild cures in the Leipsic welfare-centres before 1913 with energetic cures 
after that date, show the enormous superiority of the stronger method of 
treatment. 

During the past four or five years the author has gradually formed the 
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opinion that these high doses and very energetic treatment are unnecessary 
and he has a small but trustworthy series of cases which will shortly be 
published, showing excellent results by very much modified doses. He 
now considers that the most important question is how small may the dose 
be to insure that the individual be cured and that he cease to be a danger 
for his environment. 

This difference he attributes largely to the great advance in padiatics 
and in the good work done on diet and nutrition in recent years. The 
results achieved by the milder salvarsan and mercury treatment are only 
possible in a clinic where the patient has the full benefit of collaboration 
and organized team work of many colleagues. For ordinary practice the 
author still recommends fairly high dosage and repeated courses. He 
still considers salvarsan the best. Neosalvarsan has much to recommend 
it in practice. It should be given intravenously and the author warns 
against injection through the fontanelle into the longitudinal sinus, on 
account of the danger of deposit in the brain of these concentrated salts. 

For. mercury he uses inunctions of 0.1 gm. per kilo of body weight. If 
there be no osteochondritis or skin eruptions, intramuscular calomelan 
(centigram doses of calomel in oil). 

It is best to begin with salvarsan to ensure safety for the child’s 
entourage. But for weaklings it is best to start with mercury, provided 
the kidneys are sound. The first course of treatment should last two to 
three months and although the Wassermann reaction be negative after it, 
it should be repeated three times during the first, twice during the second, 
and once during the third year. 

The author concludes by urging the specialist for venereal disease to 
work in conjunction with the paediatrician or, at least, to treat the patient 
as well as the lues carefully or his injections may succeed but the patient 
may die. 

Justina Wilson. 
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Meroakrania and encephalocele. O. Herschan and B. Beuthner. 

*Maternal mortality in eclampsia in our clinic, 1910-1926. A. Hochen- 
bichler. 

Further observations on the question of retraction and the arrest of 
heemorrhage after birth. J. Wieloch. 

Hyperplasia deciduae tuberosa with continued pregnancy. L. Szamek. 

Puerperal gangrene of the lower extremities. A. Bartels and A. Estrin. 

*Injury to the skull during labour. W. Cohen. 

A case of long continued retention of a foreign body in the uterus. W. A. 
Ssemkowsky. : 


No.9 February 26, 1927. 
Obituary notice of Fritz Hitschmann. O. Frankl. 
On the practical applicability of capillary microscopy in eclampsia and 
status lymphaticus. T. Heynemann. 
Betain in human liquor amnii. F. Kirstein. 
On the relapse of hemorrhage after R6ntgen castration. H. KE. Scheyer. 
On tetany after gynaecological operations. A. Szenes. 
A full-time abdominal pregnancy. O. V. Timoschenko. 
A method of ventral fixation of the round ligament without danger of 
ileus. P. Rissmann. 
Experiences of the Baldy-Frank operation for retroflexion. K. Otto. 
The estimation of early pregnancy after Dienst. FE. Derankova. 
Contrafluol as a douche for vaginal discharge. G. Zickgraf. 


No. 10, March 5, 1927. 
B. Aschner. 
On the work of the peripheral ‘circulation after labour pains. W. Haupt. 
Further observations on the question of tubal implantation. F. Unter- 
berger. 
Against the ambulant curettage of the uterus. H. Walther. 
Microscopic examination of the genital blood. H. Rotter. 
Exophthalmic goitre after castration by X-rays. A. Ujma. 
Spontaneous rupture of the uterus during pregnancy. Thoma. 
A case of ectopia cordis pectoralis. S. Bloch. 
On the question of artificial sterilization in women. R. Schreiner. 
The technique of tubal sterilization. K. Rabinowitsch. 


No. 11, March 12, 1927. 

The biological significance of the reticulo-endothelial system during 
gestation. R. Benda. 

Further experiences of experimental explantation of the placenta and the 
decidua. K. Heim. 

On the occurrence and the significance of lactic acid in the cerebro-spinal 
fluid in eclampsia. E. Zweifel and R. Scheller. 

Experiences with the investigation ‘To establish an exact diagnosis of 
pregnancy with determination of sex tumours ete. by opzime with the 
interferometer methods of measurement.’”” H. Franken. 

Cirrhosis of the liver and pregnancy. L. Kraul. 

On local eosinophilia in carcinoma. W. Lahm. 

Habitual breech presentation. W. Reiprich. 

On acceleration of the commencement of labour at the end of pregnancy. 


I,. Recasens, 
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Observations on obstetric rectal twilight sleep. N. Bloch. 
Simultaneous double pregnancy in a uterus duplex. O. Pliimecke. 
No. 12,March 19, 1927. 

The serological “rapid 1eaction” of early pregnancy. I. H. Munter and 
E. Grafenburg. 

Diabetes and pregnancy. L. Kraul. 

The relationships between insulin and- the ovary and their therapeutic 
importance in the treatment of uterine haemorrhages. E. Vogt. 

Menstruation and pregnancy in typhus. E. Kohn. 

Pulmonary tuberculosis and pregnancy. E. Gross. 

On the eetiology of tubal pregnancy. W. Lahm. 

On rupture of the uterus. H. Kupferberg. 

On a hitherto unknown action of ergot preparations. N. Louros and 
H. E. Scheyer. 


No. 13, March 26, 1927. 

Sources of error in the application of interferometers to the proof of the 
Abderhalden reaction and researches on their avoidance. I. KE. Kiister 
and Kk. Koulen. 

Tubal implantation and pregnancy. R. Michaelis. 

Eclampsia in mother and child. E. Schwartzkopf. 

On the question of arrest of haemorrhage after labour. F. 

Death from haemorrhage after abortion. M. Oing. 

The development of social gynecology. A. Niedermeyer. 

On cholestereemia and pregnancy. K. Hellmuth. 

A case of R6ntgen abortion, together with a contribution to the 
indications for the same. J. Molnar. 

A case of artificial formation of the vagina from Meckel’s diverticulum 
by Baldwin’s method. N. Wasseliew. 


Kermauner. 


Irradiation of the ovaries and heredity 
Niirnberger contributes a critical survey of the evidence in favour of 
the irradiation of the ovaries causing injury to the germ cells. He finds 
no evidence that congenital malformation is due to this cause. 
Results of operative treatment of carcinoma of the cervix in the Charité Frauen 
Klinik Berlin, 1916— 1920. 
The statistics of the Charité Frauenklinik show 296 cases of carcinoma 


of the cervix operated on in four years. The average age of the patients 
was 44 years and there was no evidence of the growths being more malignant 
in young women. The primary mortality was 14 per cent., and 44 per 
cent. were living after five vears. Each year the results improved on 
those of the preceding year. 


The Réntgen treatment of inflammatory gynecological conditions. 

Wagner finds X-rays in small doses a useful method of treatment in 
inflammatory conditions though the results are inconclusive and such 
dangers as temporary interference with menstruation or rapid softening 
and pus formation have to be considered. 


Diagnosis of syphilis in the new-born child by animal experiment. 
Owing to the difficulty of making a diagnosis of syphilis in the new-born 
child, Philipp attempted the inoculation of blood from placenta and cord into 
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the testis of rabbits. In one case where spirochzetes had been demonstrated 
in the placenta which was injected, after eight weeks a lump in the testis 
was found to contain active spirochetes. 


Twenty cases of operation for the formation of the vagina by Schubert's method, 
compared with the work of Rabinowitsch in the ‘Zentralblatt f. Gyn.,’’ 1926. 
Schubert has collected 95 cases of plastic operation for the formation 

of a vagina by various methods. 20 of those were his own cases in which 

he formed the vagina from the rectum. Of these 20 cases only two developed 

a fistula and there were no more serious complications. He does not regard 

the operation as more difficult than a total hysterectomy. 


Experience in the intra-muscular injection of lobelin in the post-anesthetic state 
in 303 cases. 

Hellendall tried the effect of intra-muscular injections in 303 cases 
recovering from anzesthesia and used 57 other cases as controls. He is 
impressed with the favourable results obtained in 66 per cent. of cases, as 
shown by the slowing of the pulse, the slowing of respiration and an 
increase in the depth of respiration and an improvement in the patient’s 
colour. 


Further observations on the effect of industrial conditions on pregnancy and labour. 

In these statistics of the complications in labour of women who have 
worked in the textile industry during pregnancy, a comparison is made 
between sedentary and standing work. Those who stood showed no 
disability at work, but a little greater tendency to swelling of the feet and 
abdominal pain. Miscarriages and still-births were slightly more frequent 
among those who stood. Hirsch concludes that all pregnant women should 
be excluded from factory work during the last three months of pregnancy. 
No mention is made of whether these women would be as well off in their 
own homes as regards the food and comforts which their wages bring. 


A case of prolapse of the intra-mural portion of the ureter into the bladder treated 
by diathermy. 

Haselhorst, in an article on the congenital abnormalities of the ureter, 
describes three cases of pelvic kidney and seven of double ureter. These 
were generally diagnosed during the routine cytoscopic examination in cases 
of pyelitis, hydronephrosis or other urinary complication. In the cases 
of double ureter there were always two openings of the ureter into the 
bladder on the affected side, though the second opening might be small 
and easily missed. Radiograms show the double ureters after injection, 
and an injected ureter and pelvic kidney. 


Closure of a uretero-genital fistula complicated by pyelitis. 

Ten Berge has devised an operation for uretero-genital fistula complicated 
by an ascending pyelitis, where simple implantation of the ureter into 
the bladder is contra-indicated by the urinary infection. The only other 
method of treatment would be excision of the kidney. He frees the ureter, 
makes a small opening into the lumen, through which a small rubber tube 
is passed up towards the kidney. The other end of the rubber tube is 
brought out through the abdominal wall so that urine can drain away. The 
ureter is then cut close to the bladder and the end implanted in the bladder 
in the ordinary way. The abdominai wound is closed. 
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After the implantation in the bladder has had time to heal, the tube 
through which the urine has been draining away is gradually withdrawn 
and the hole in the ureter is left to close spontaneously. 


Maternal mortality in eclampsia in our clinic t1910—1926. 

An analysis of 275 cases of eclampsia of which 50 died. A series was 
treated with ultra-violet light but the numbers were not enough to make 
definite conclusions, though the impression was that the effect was favour- 
able. With conservative treatment of eclampsia the result was better than 
where delivery was hastened. Of the cases lost, one in four showed 
pneumonia as a complication. 

Injury to the skull during labour. 

Post-mortem examination of a child after a quick labour through a 
contracted pelvis showed no macroscopic changes in the cranium but 
microscopically degeneration of the brain. It is suggested that the 
so-called “conget:t:] dystrophia neonatorum” is due to birth injury and 
that if more cases were examined microscopically, signs of injury would 
be found. 


Dorothea Taylor. 


Annali di Ostetricia e Ginecologia. 


September, 1926. 
*Anatomical and clinical observations on cases of pregnancy in mal-formed 
uteri. F. Vozza. 
*Clinical and anatomical considerations on forms of endometrial glandular 
hyperplasia. A. Marino. 
Notes on cases of osteo-malacia in pregnancy. G. Moretti. 
October, 1926. 
*Carcino-sarcoma of the Fallopian tube. 
female genital organs. G. Motta. 
*Botelho’s reaction and that of Neumann and Hermann in albuminuria, 
eclampsia, pregnancy and menstruation. A. Mattina. 
* Epidemic encephalitis and pregnancy. S. Di Francesco. 


A rare “mixed”? tumour of the 


January, 1927. 
Etiology of puerperal eclampsia. Carloni and Ferrari. 
*Stomosine therapy in the puerperium. A. Quarantotto. 
Total atresia of the vagina, puerperal in origin. D. Ferracciu. 
Anatomical and clinical observations on cases of pregnancy in mal-formed uteri. 

Vozza describes four cases of abnormal pregnancy occurring in the 
rudimentary horn of a mal-formed uterus. 

In one case, the patient had had an operation two years previously for 
left congenital inguinal hernia, with prolapse of the left adnexa into the 
sac. There was ectopia of the left kidney and pregnancy in the 
rudimentary horn of a unicornute uterus. The author notes that such 
a congenital hernia is often associated with malformation of the internal 
genital organs. 
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The other three cases were due to arrested development of the Miillerian 
ducts. In all, pregnancy had occurred in a rudimentary horn of a bicor- 
nute uterus. In two cases this horn was impervious, but in the third 
there was an extremely small opening between horn and fundus. In two 
cases, rupture of the uterus had occurred and the patients were almost 
moribund from internal haemorrhage. 

In the first case a provisional diagnosis of ovarian cyst with torsion 
and rupture had been made. In the last case, immediate operation was 
carried out as rupture of a pregnancy in a mal-formed uterus was imminent. 

In three cases, operation was conservative, the pregnant horn only 
being removed. In all, the operation was successful, and two normal 
pregnancies with spontaneous delivery have occurred in one patient since 
operation. 

According to statistics 85 per cent. of the recorded cases have terminated 
in uterine rupture with a mortality of 65 per cent. 


Clinical and anatomical considerations on forms of endometrial glandular hyperplasia. 

Marino describes a case in which the clinical symptoms indicated uterine 
cancer. Previous to operating, curettement was done and the diag- 
nosis Was supported by the abundant material, neoplastic in appearance, 
brought away by the curette. It was deemed expedient to stop curetting, 
lest perforation of the wall of the fundus might occur. Although histological 
examination of many sections absolutely excluded the presence of malignant 
elements, Marino considered it advisable to remove the uterus and adnexa. 

Examination of the extirpated organs confirmed the histological examin- 
ation of the sections. There was enormous development of the glandular 
tissue without any sign of malignancy. 

The author concludes (1) that in cases in which there is no inflammatory 
reaction of interstitial tissue, glandular hyperplasia must be interpreted not 
as a local affection, but as a physio-pathological change in the endometrium 
due to general causes, especially to modification of ovarian function; 
(2) though this hyperplasia is definitely differentiated from adeno- 
carcinoma it may be a ‘‘terrain’’? suitable for its development; (3) the 
frequency with which glandular hyperplasia occurs at the menopause, 
points to the advisability of treatment, prophylactic against cancer being 
adopted, whenever symptoms seem refractory; and (4) treatment should 
not be confined to curetting, but extended to general treatment which will 
correct the most frequent cause of the hyperplasia-alteration in ovarian 
function. 

He recommends treatment by ovarian extracts and if these fail in 
subduing the most distressing symptom—hzemorrhage— irradiation of the 
ovaries should next be undertaken. Should this fail, hysterectomy is 
indicated as the surest protection against the development of malignancy. 


Carcinoma-sarcoma of the Fallopian tube (A rare ‘“‘mixed’’ tumour of the female 
genital organs). 
Motta publishes a case recently seen at a post-mortem examination. 
The subject was a girl aged 14 years. Autopsy revealed apical tubercu- 
losis and extensive malignant disease in the abdomen with metastases in the 
liver and venous circulation. The abdominal tumour had originated in 
the left Fallopian tube, and its structure was that of a carcino-sarcoma. 
The base of the uterus showed carcinomatous infiltration though the mucosa 
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was unaffected. The metastases were fusi-celular sarcoma. Some in the 
liver were mixed in type. 

Such cases are rare and the author considers that they represent the 
lowest grade in teratomata. In them there exists a tendency of 
organization between stroma and parenchyma, the latter showing embryonic 
characteristics. He considers they should be differentiated from tumours 
of primary epithelial development, relatively frequent in infancy, and in 
certain organs such as the liver and uterus. 


Botelho’s reaction and that of Neumann and Hermann in albuminuria, eclampsia, 
pregnancy and menstruation. 

Mattina refers to his previous monograph on Botelho’s serum-diagnosis 
in pregnancy, puerperium and certain gynecological affections. He had 
called attention to the constantly positive reaction of the test in eclampsia. 
He now describes further investigations on cases of eclampsia, albuminuria 
ete., comparing Botelho’s reaction with that of Neumann and Hermann. 
Wherever the quantity of albumin in the urine was over nine per 
thousand, the first reaction was strongly positive, the precipitate in 
Neumann and Hermann’s was obtained and showed a _ corresponding 
intensity. When albumin lay between nine and four per thousand, 
Botelho’s reaction was weakly positive, precipitation was faint. Under four 
per thousand, Botelho’s reaction was negative, and precipitation by 
Neumann and Hermann’s method did not occur. 

Investigations on blood-serum during menstruation in ten cases gave 
a positive Botelho reaction in only one case, but precipitation in two cases. 
Serum in the other cases was distinctly negative in reaction and precipi- 
tation did not occur. 

The author found that precipitation in Neumann and Hermann’s test 
was greater in menstruation than in normal pregnancy, but less than in 
non-pregnant women. 


Epidemic encephalitis and pregnancy. 

Di Francesco describes ten cases of epidemic encephalitis occurring in 
pregnant women, seven of which ended fatally. He attributes the high 
mortality to the diminished resistance of the patients—in some cases 
encephalitis occurred as a sequel to severe influenza—, and to the occurrence 
of premature labour. If encephalitis attacked the patient during the first 
months of pregnancy, he found no advantage in provoking abortion. If the 
patient were eight, or even seven, months pregnant, he advocated inducing 
labour for the sake of the child, even though it seemed to have little 
influence on the condition of the mother. Spontaneous birth might not 
have occurred, and with the death of the mother, the child is sacrificed. 

It is only in exceptional cases that the child suffers from the malady. 
With artificial delivery, three children were perfectly healthy at and after 
birth, whereas in two post-mortem Czesarean sections the children were 
born dead. 


Stomosine therapy in the puerperium. 

Quarantotto gives statistics showing the prophylactic and curative 
action of polyvalent anti-streptococcic on anti-pyrogenic stomosine injections 
in 103 cases of puerperal infection. Stomosine belongs to the category of 
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functional excitants or hormones, of which the importance has been 
increasingly recognized during recent years. 

In 11 cases, he made the injections as a prophylactic against suspected 
infection, and always had good results. In all, the injection was intra- 
muscular, and unaccompanied by any other treatment. 

He treated 44 cases with a view to cure, by intra-muscular injections, 
and 48 by intra-venous. Only three cases did not recover after treatment. 
He thinks that one of these demonstrated the insufficiency of stomosine 
treatment, which breaks down before advanced peritonitis. The other twe 
cases were of patients in very low general health, and in one of these he 
thinks too few injections were given. 

In five cases he provoked a fixation abscess by introducing 10 c.c. of 
oil of turpentine subcutaneously. This was done to cause a leucocytosis 
and aid the action of the stomosine which forms an oxydizing ferment 
and has wider influence when leucocytosis is present. The intensity of 
the reaction is of no prognostic value. Neither is a fall of temperature if 
unaccompanied by improvement of the pulse rate and the general condition. 
He prefers the intra-venous method as being more energetic, but it is 
absolutely contra-indicated where any cardiac lesion exists. Here, the 
intra-muscular method must be used, and in many uncomplicated cases 
it is better to begin with intra-muscular, passing on to intra-venous 
injections. 

The intra-muscular treatment usually provokes a very mild reaction, 
with little or no rise of temperature. There is usually profuse perspiration, 
and a general feeling of relief Treatment should not be discontinued too 
soon. The index of success is the pulse rate, which should soon become 
normal. The first dose should, as a rule, be about one-fourth of the 
maximum. 

Quarantotto confidently recommends the treatment as it is without 
danger, and its efficacy is greatest when it is undertaken early. To this 
he attributes its success as a prophylactic. 

J. H. Filshill. 


Acta Obstetricia et Gynecologica Scandinavica. 


Vol. vii. Fasc. 1. 1927. 
*A contractile myoma. U. Makinen. 
*Intestinal obstruction after Gilliam’s operation. E. Petersen. 
*On injury of the genital organs during coitus. I. Rahim 
*Two questions pertaining to the sex-ratio in new-born infants. P. 
Wetterdal. 
*Studies on functional cardiac disease and essential cardiac hypertrophy 
in the pregnant woman. F. G. Jensen and Norgaard. 
Vol. vii. Fasc. 2. 1927. 
*On haemorrhage in the corpus luteum. I. Simon. 
On fibromyomata in the mesentery. KE. Bovin. 
Some observations on craniotomy at the women’s clinic at Lund. 
G. Fischer. 
Some experiences concerning placental fragments retained after parturition. 
C. Ryberg. 
Preliminary communication on utero-salpingo-graphy. S. Bakke. 
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A contractile myoma. 

The tumour was a large intra-ligamentous myoma discovered and 
removed in the puerperium. After intravenous injections of pituglandol 
and intramuscular injections of secarnon, one could observe the tumour 
being the seat of obvious contractions. After removal, several bands of 
parallel muscle-fibres were found passing over the surface and traversing 
the substance of the tumour. It is suggested that these might represent 
detached portions of the uterine wall. 


Intestinal obstruction after Gilliam’s operation. 

This has occurred in Denmark three times out of 256 operations. Other 
complications noted were painful peritoneal adhesions, severe haemorrhage 
after abortion, and deformation of sigmoid or calcium. Petersen therefore 
prefers the Baldy-Webster operation. 


On injury of the genital organs during coitus. 

Ten cases are reported. Tears extending from the hymen are due to 
hypoplasia or senile atrophy. Tears in the vaginal vault, occurring in fully 
developed mature women, are explained by an abnormal contraction of the 
musculature of the vaginal wall. 


Two questions pertaining to the sex-ratio in aew-born infants. 
From a material of about 80,000 deliveries, the author shows that the 
proportion of males is greater in premature children. At the thirty-second 
week the ratio of boys to girls is 138.2 : 100. From this it steadily falls 
until at the beginning of the forty-sixth week the ratio is 95.6 : 100. 
These statistics show that the proportion of males is unaffected by the 
number of pregnancies: there is no difference between primipare and 
multiparee. 


Studies on functional cardiac disease and essential cardiac hypertrophy in normal 
pregnant women. 

Of 239 pregnant women, 39 had cardiac symptoms. These did not set 
in before the last half of pregnancy, increasing until parturition, but 
disappearing during the first days of the puerperium. 

The functional heart disease is not to be explained solely by the hyper- 
trophy and dilatation of the heart taking place during pregnancy. It is 
due to a relative insufficiency of the tricuspid orifice combined with an 
increased blood-volume. 


On hemorrhage in the corpus luteum. 

The author describes three cases of haemorrhage in the corpus luteum. 
In one, the bleeding took place within a cystic corpus luteum; in the 
second, haemorrhage into the peritoneal cavity originated from vessels 
around a yet unruptured corpus luteum; and in the third case, there was 
an extensive hemorrhage from a widely-rent corpus luteum cyst. As a 
large number of cases have been recorded in which serial sections have 
shown the absence of villi and decidua , it is inconceivable that such cases 
are due to ovarian pregnancy with ova entirely cast off. The author 
considers it proved that extensive intra-peritoneal hemorrhages may arise 


from a corpus luteum or allied formation. A. Gough. 





REPORTS OF SOCIETIES 


ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNAICOLOGY. 


A Joint Meeting of the Section of Obstetrics of the Royal Society of 
Medicine and the Medico-Legal Society was held on January 21st, Lord 
Justice SALTER in the chair. 

The discussion on 

THE EruHicaL, LEGAL, AND MeEbICcAI, ASPECTS OF ABORTION. 
was opened by Dr. J. S. FAIRBAIRN (see page 406) and LorpD RIDDELI, (see 
page 409). 

Dr. RUSSELL, ANDREWS agreed in the main with Dr. Fairbairn, but said 
that it was an exaggeration to state that the old indication for abortion 
danger to the life and health of the mother—had been thrown over. He also 
disagreed with the suggestion that, in many cases where abortion was 
proposed to consultants, there had not been a fair trial of medical means 
of relieving the distressing symptoms. In most cases the patient’s medical 
attendant had made attempts to get rid of the troubles before considering 
abortion, Otherwise he thought Dr. Fairbairn had put the case very fairly, 
and had suggested the difficulties in which an honest man might find 
himself in trying to do the best for his patient and yet keep within the 
law. Cases brought to the specialist by a doctor usually required a great 
deal of consideration, but cases that came on their own were very often 
easily dealt with. The patient and her husband were usually unaware 
that there was any legal bar to induction of abortion, and a few minutes’ 
common sense conversation would convince both that there was no 
indication. A small number had to be told that the doctor could have 
nothing more to do with their case, and in a few more cases it was clear 
that continuation of the pregnancy must mean danger to life or health. 

Borderline Cases. 

The borderline cases were very difficult, some of the most difficult a 
consultant ever had to deal with. He sympathised very much with the 
patient—generally a tired, anxious, excited woman who felt that she 
could not go on, not necessarily from selfish motives, but for the sake 
of her husband and children, to whom she would be very little use for 
many months. It was necessary to guard against being swayed too much 
by sympathy. Another factor was the fixed idea in the minds of many 
husbands and wives that pregnancy was very dangerous; often the 
patient had been told by doctor or midwife that she must never become 
pregnant again. When he (the speaker) had considered that this advice 
had been given lightly he had remarked that there was a difference 
between advising against a future pregnancy and agreeing to destroy a 
life that had been begun. ‘The answer he received was ‘There would not 
be such a difference if only doctors would be more logical.” When 
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the question was one of impairment of health the difficulty that arose was 
the difference of opinion as to how serious and how permanent the damage 
to health must be to justify abortion. Cases could only be judged on 
their merits. The consultant longed for a definite peg on which to hang 
his decision. 

Dr. Andrews quoted two examples of the borderline case in which he 
had considered termination of the pregnancy justifiable. 


Case 1.—A lady of 37 had had five children, the last three being at 
that time aged 4, 21, and 1 respectively. She had had very poor health 
during the previous pregnancy, being almost an invalid. Her doctor had 
strongly advised her against having another child on account of the strain. 
Her health for the last 12 months had been very poor, though there was 
no organic disease, and her symptoms, though neurasthenic, were very 
real to her. She was two months’ pregnant and her health had greatly 
deteriorated in that time. She was haggard, anxious, losing weight, 
suffering from insomnia, severe nausea, and considerable tinnitus. She 
was devoted to her children and said she felt she could not look forward 
to auother year of invalidism during which she could take very little part 
in their upbringing or be any companion to her husband. 

Case 2.—A poor woman of 43 had had five pregnancies; three had gone 
to term and of these children one had died and two were delicate; she 
had had two spontaneous abortions at 41 and 54 months respectively. 
Throughout all the pregnancies she had been very largely confined to 
bed, chiefly through uncontrollable retching. She had never been in good 
health, but during her pregnancies she could not look after her family 
or do her work. She had very poor physique and weighed under 7 st. 
At the time of examination she was 21 months’ pregnant and again had 
vomiting and retching. 7 

In these cases it had not been possible to say exactly what damage 
would be done to the patient’s health by continuation of pregnancy, and 
there was no danger to life. Nevertheless he had felt he could satisfy 
his own conscience and make a fair show before any tribunal. 

Medical Responsibility to the Law. 

Sir TRAvERS HumpnHreys said that those responsible for the terms ot 
the debate had divided the subject into three parts—ethical, medical, and 
legal. From his point of view, however, it divided itself into two : abortion 
which was criminal and abortion which was not criminal. By lawful. 
abortion he meant the steps taken by a qualified medical man to get rid 
of a condition in his patient which he considered, using the best of his 
skill and ability, and of course honestly, on medical grounds and on 
medical grounds alone, to be dangerous to the safety of the patient. He 
used the word “safety” advisedly, because the purely medical question 
was not one with which the law was concerned. No dector who had used 
the best of his skill and judgment in the sole interest of his patient need 
imagine for a moment that the law would call him to account. It had 
been stated, and truly stated, that under such circumstances the sole 
concern of the medical man was the welfare of his patient, and that 
welfare was her medical and not her social or economic welfare. He 
agreed with Lord Riddell and Dr. Fairbairn that the dector should confine 
himself to the medical question. It might be that the patient who was 
asking for abortion might herself be considering such results of her 
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pregnancy as a diseased child or disgrace to herself, but these were 
matters in which a doctor at that stage was in no way concerned. They 
might well form the subject of advice to his patient at other times, but 
when once the condition of pregnancy had arisen the golden rule must be 
that the doctor was not entitled to consider anything but the health and 
future of his patient on medical grounds. When a doctor in the exercise 
of his discretion had decided to induce abortion there was no question of 
law or ethics. Under what conditions and in the presence of what symp- 
toms a doctor was entitled to take the extreme step of interfering with 
the ordinary course of Nature was a very interesting matter for medical 
men and for the intelligent man in the street, but it would be an imperti- 
nence for one who claimed no medical knowledge to express any views. 


Criminal Abortion. 

When we turn to the question of criminal abortion, said Sir Travers 
Humphreys, we plunged at once into the realm of law and ethics. The 
legal question was extraordinarily simple. In this country, for a very 
long time, criminal abortion had been regarded as a very serious offence. 
In the United States, in France, and in Belgium, to the best of his 
knowledge, the law was very similar to our own. In the Belgian penal 
code there was a provision that any person who caused abortion, even 
without desiring to do so, was liable to extremely heavy punishment if 
he had been guilty of violence or ill-treatment. Those who looked at 
French journals might be disposed to doubt whether the practice of 
abortion was regarded in France with quite the same distaste that it 
was in this country, but the tone of the journals had uo bearing on the 
law. Ina civilised country criminal abortion would never be found regarded 
as other than grossly improper and in the last degree punishable. What 
Dr. Fairbairn had remarked about the approval of the practice by the 
Soviet Government did not affect this observation; he had used the term 
“civilised”? country. It was, he supposed, universally recognised that 
the practice of abortion and any operation or means to that end taken 
by any other than a highly qualified and skilful person, must be a source 
of the greatest possible danger to the woman concerned. It must needs 
be an intolerable burden to the medical profession if the doctor had to 
say on other than medical grounds whether he was to relieve a woman 
of her condition. There was no doubt that the increasing prevalence 
of the crime in this country was very largely due to the widespread belief 
that abortion, at any rate in the early stages of pregnancy, might be 
induced without any risk to the woman concerned. He had heard Sir 
Bernard Spilsbury state in the witness-box that he entirely disagreed 
with that idea, and that there was no such thing as safely-procured 
abortion. If that were so, Sir Travers hoped that medical men would lose 
no opportunity of impressing the fact upon those whom they might 
think likely to be under a misapprehension as to the danger of the 
practice. 

The Ethical Apsect. 

He supposed that by ethics was meant in this connexion that branch 
of philosophy that dealt rather with things as they ought to be than as 
they were, with rules of conscience rather than with rules of law. _ It 
might be said that it must be ethically wrong wilfully and intentionally 
to break the laws of one’s country, but he was not so sure about it. Even 
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at the risk of being considered a very immoral person, he would say that 
there might be, and had been, cases in which it was very difficult, if not 
impossible, to attribute any moral blame to a person who had helped a 
girl out of her trouble. He quoted as an example a case recently heard 
at the Central Criminal Court where a French girl has refused repeated 
offers of marriage from the young father of her child, had refused his 
offer to send her back to France for the confinement, and had insisted on 
procuring abortion, telling him that if he would not help her she would 
go to her girl friends who would. He had asked the advice of a much 
older man, who had assured him that it was a simple matter and 
had referred him to a ‘‘doctor’? for the operation. The girl had died 
of peritonitis, and the doctor, the young man and his friend were 
all charged with manslaughter. The judge refused to punish the 
lad with a day’s imprisonment, and he (Sir Travers) was glad of it. It 
was difficult to regard that young man as having done anything but what 
most men would say was right under the circumstances. Anybody who 
deliberately made up his mind to break the law must be prepared to take 
the consequences, but if he were able to prove that his motives and 
intentions were above suspicion and that he had acted from the dictates 
of his conscience, he had not much to fear, for our judges were men 
before they were judges, and judges were, and remained, very human. 


Pregnancy and Tuberculosis. 
Dr. HALLIDAY SUTHERLAND said that while gynecologists mentioned 
tuberculosis as a very probable indication for abortion, the question did 
not loom large in the minds of those who were chiefly concerned in the 


treatment of tuberculosis. Tuberculosis had no constant influence on 


pregnancy, and pregnancy had no constant influence on the course oi 
tuberculosis. Everyone knew cases where a woman suffering from the 
disease brought forth a healthy child, where pregnancy was associated 
with an increase in the disease and where it was accompanied by an 
amelioration so marked that the physician was led to give an unduly 
favourable prognosis. Figures from the Stockholm Maternity Centre 
had been published dealing with the influence of pregnancy on the 
expectation of life of the tuberculous woman. In 203 pregnant diseased 
women and 396 non-pregnant the results at the end of a year showed that 
of the pregnant 12.8 per cent. were dead, of the non-pregnant 14.6 per 
cent. Two years later 26 per cent. of the pregnant had died and 30 per 
cent. of the non-pregnant. On these figures the tuberculous woman who 
became pregnant had a better expectation of life than the woman who 
did not. Other figures showed that pregnancy in the second stage 
exerted an unfavourable effect on 12 per cent. of tuberculous women. 
Gynecologists were at complete variance; some had _ statistics showing 
that the aborted lived longer, some that they died sooner, but their 
statistics had the disadvantages that they did not specify the stage of 
of the disease, and the early and late stages were not comparable. — It 
must be remembered that a very early diagnosis of tuberculosis might be 
of considerable value to those who desired for non-medical reasons to 
arrange an unimpeachable, unassailable abortion. He asked whether the 
profession was prepared to prolong the lives of 12 tuberculous women 
by paying the price of killing roo foetuses. He hoped the medical sanctions 
for abortion would be curtailed and not extended, since it was at best an 
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act of despair, and at worst a crime akin to murder. If any section of 
the profession were carried away by the wave of criminal sentimentality 
that was passing over the country, their activities might well be checked 
by making abortion notifiable. 


The Rights of the Mother. 

Earl RUSSELL said he did not disagree with the criteria Dr. Fairbairn 
had laid down, but it did strike him that there was no legal warrant for 
excusing the felony of abortion on the grounds that the patient’s health 
would be improved by it. The practice of gynecologists had been extended 
to a degree that amounted to relieving their patients from a very incon- 
venient time, and which seemed unjustified by the existing law. Sir 
Travers Humphreys had been quite right in saying that there would be no 
conviction : no jury would find that a doctor had acted unlawfully when he 
had used his best skill in the interests of the patient. This did show how 
the doctors were the high priests of modern civilisation and above the law; 
very often there was no appeal to a legal tribunal from their decision. 
They had to consider solely the interests of their patients, and in so doing 
they would apply logically to the question of the removal of a fcetus the 
same tests and the same degree of consideration as they would to the 
removal of any other tumour. It seemed to him that there was something 
beyond the sole interests of the patient that the doctors had to consider. 
All operations were dangerous; there were some in which the mortality 
was 50 per cent., and the choice was generally left to the patient. It was 
essential that the law should be correct and unchallengeable, but the ultt- 
mate ethical view was not necessarily that on the statute book of the 
moment. He took the general ethical view (said to be so shocking) that in 
a matter of this sort the mother alone should be the arbiter. The child was 
hers, and she was the person to decide whether the early foetus was to be 
disposed of or not. The existing legal enactments came on the statute book 
on religious grounds, and on those grounds they might be defensible but 
nobody had any right to impose his own religious views on other people. 
He took the view that the mother was the master of the situation, and 
entitled to decide if she preferred the life of the child or her own life, health 
or convenience. There was an undoubted moral duty on every mother to 
do her best for her child-to-be and to ensure that it should be as happy and 
healthy as pre- and post-natal care could make it. But the State had no 
abstract ethical right to interfere with the situation. 

Prof. Louise McIL.roy spoke on the ethical aspect of the problem, and 
agreed with Dr. Fairbairn. The development of the foetus could not be 
divided into stages; life began with conception and belonged to the State 
from conseption. Abortions ought to be notified to the State just as live 
and stillbirths were. She recognised that it was very much easier for a 
consultant in London to carry out a general ethical programme than for a 
country practitioner, whose complete ruin might follow a_ failure 
to comply with the wishes of an influential patient. Women must 
learn that they can not go into a doctor’s consulting-room as if going 
to a bargain counter. Abortion was nothing but homicide, though some- 
times it might be justifiable homicide. Induction of abortion was a 
confession of failure. She would very much like to have legal permission 
to induce abortion in a case of rape; she did not think a woman ought to 
have to continue with a pregnancy forced on her against her will by an 
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unknown person. A patient returning for a second or third abortion raised 
a very difficult question. ‘‘One patient, one abortion”? was the allowance 
stated, yet the circumstances justifying the first would all be present 
on the subsequent occasions. Doctors aided and abetted abortionists because 
they were trying to help the patient. If they could get rid of their pledge 
of secrecy to the patient and get justice done it would be a great help. 

Dr. F. J.McCann remarked on the wave of abortion that had passed over 
Europe since the war, and on the Bills tabled in the Parliaments of Germany, 
Austria and Switzerland to legalise it in the first three months of pregnancy. 
He urged the meeting to take up a strong position on the ethical aspect. 
Once loopholes were created the whole position fell, and it would be thost 
disastrous to the country not to take a strong line. It could not be 
too well known that there was life from conception onwards and that there 
was danger and very great danger in abortion at the most skilful hands. 
Even simple dilatation of the cervix might cause very serious consequences, 
and emptying the womb opened channels to infection which might vitiate 
the results of the best operator. If this were driven home, the number of 
cases would he limited. There was a great deal of confusion about the 
legal position. The Royal College of Physicians of London had once taken 
Counsel’s opinion, which was that abortion was justifiable to save the 
mother’s life. One peculiarity about the law was that, if a woman attempted 
to procure an abortion on herself, it was a crime if she were pregnant and 
not a crime if she were not. Another was that the punishment was so 
varied ; the death penalty was sometimes pronounced, the judge knowing 
well that it would not be carried out. The law as it stood must be very 
difficult to administer. 


Mrs. Marir Srorrs expressed surprise and regret, and protested 
at Dr. Fairbairn’s statement that the movement for constructive birth 
control tended to produce a slackening of the moral fibre. The ethics of 
abortion had not yet been touched upon by any speaker in a truly 
fundamental way; everybody had spoken as if the condition were an 
exceptional one in which the patient consulted the medical profession and, 
if they refused abortion, the case was finished. Abortion was attempted 
and going on to a staggering extent throughout the country by other than 
practitioners of medicine, in an open and bare-faced way that would 
astonish the meeting. One speaker had spoken of his three or four cases 
who had not realised that there was any legal bar to abortion; she had 
had ten thousand such cases. Over ten thousand persons had written to 
her, asking her to perform abortion and inquiring her fee, as if it were 
the most natural thing in the world. The open bare-faced trade in aborti- 
facients was enormous and scandalous and there was no legal redress. She 
knew women who had used abortifacient pills every month of their lives. 
This matter was not touched by the medical profession at all. The medical 
profession refused to perform abortion, and women went to these sharks 
and the law could not touch them. 


Dr. BERESFORD KINGSFORD maintained that the production of an abortion 
with the consent of the woman harmed no one. He agreed that the woman 
should be mistress of the situation. The only ground on which the 
procuring of abortion could be held to be a crime was that it deprived the 
community of a possible citizen, that the Empire had many enemies and 
needed more children to speak with the enemy in the gate. In his opinion 
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we were getting more children than we needed; in peace we had many 
more than we could employ, and the Great War had taught us not to rely 
on the C3 population of this island but on the united voluntary efforts of 
the King’s Dominions throughout the world. Contraception was depriving 
the community of far more citizens than those practitioners who worked 
up side-streets producing perhaps a hundred abortions; the sale of contra- 
ceptive appliances had deprived the country of tens of thousands. Yet 
books on the subject were on every bookstall, and a great political party 
was bringing forward instruction in conception control as a plank in its 
pfattorm. A woman might be subjected to a very unfair pressure by a lover 
or husband, and what he would insist on was that no woman should be 
forced to undergo the operation without her consent and until she had been 
informed of the risk involved. 

Sir BERNARD SPILSBURY said that the scientific facts could not be regarded 
as doubtful ; the individual was alive from-the moment of conception. The 
fact of birth was a mere incident in his life. The only sanction for 
destroying one life would be that it would endanger another or very 
seriously prejudice the health of the mother. Borderline cases must be 
very difficult to decide, yet there was the guidance that morally the 
operation would be murder unless there was some justification in the life of 
the mother. He agreed that abortion was exceedingly rife; the cases that 
caine to court represented only a very small proportion of those occurring, 
and there was no doubt that the proportion was much smaller than it was 
20 years ago. Since the war it had increased considerably, and the view 
of the ptiblic had undergone a change. 

Prof. A. DONALD said that, as it happened, the legal and medical aspect 
coincided. He agreed with Dr. Fairbairn that the line must be drawn 
somewhere, and at the purely medical indications that he had mentioned. 
If not, he did not see why the profession should not fall into the extreme 
attitude that it was merely a question for the woman concerned. He had 
a great admiration for the sex, but in this matter women had no morals 
whatever ; they quite expected the doctor to pass a sound whenever they 
had not been unwell for two or three days. Many of the abstract difficulties 
did not arise in real practice. He had induced many abortions, four-fifths 
of them for hyperemesis, but he had never failed to convince a woman that 
it was her duty to go on with her pregnancy in the cases where there was 
no medical indication. The profession still adhered to the line laid down 
as a tradition for all these years; it would be a great mistake if they once 
began to depart from it. 


Summing-up. 

Lord Justice SALTER, summing up the discussion, said he looked at the 
question with the eyes of a lawyer, and, viewed in this precise manner, the 
practical problem appeared to be: What is and what ought to be the law 
in this country with regard to the artificial procuring of abortion. Every 
doctor desired that the law should be so framed that his duties as a citizen 
should never conflict with his duties to his profession. Dr. Taylor, in his 
“Medical Jurisprudence,’’ headed one section ‘‘Justifiable Abortion,’ and 
this section was still retained in the latest edition. It began by saying 
that there was no abortion that was justifiable in law. Dr. Taylor’s view 
seemed to be that the term ‘‘unlawful use of drugs &c.,’? was merely a term 
of abuse, but in his(Lord Salter’s) opinion the fact of forbidding unlawful 
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use implied that there was a lawful use. A very difficult case might arise 
if it were found during pregnancy that one or other parent were suffering 
from a disease usually inherited. He thought the mother should have 
more say than anybody else, but it was going rather far to say that to effect 
abortion should be lawful in any case where the mother desired it. Here 
was a living thing alive in the mother, in many senses existent already. 
Was her right to cease at the moment of birth ? Had she not an equal 
right to kill it after it was born ? It was the view of the masses of human 
beings in ancient times that parents had that right. He could not see 
a logical distinction between the parent’s right to abort a foetus and the 
right to expose the child. He had been impressed by Prof. McIlroy’s phrase 
that any abortion was homicide. If abortion were ever sanctioned outside 
the strictly medical area for economic or social reasons, he would have great 
fears. Even where it was restrained within the medical area, he would 
fear the growth of a large class of compliant doctors who would be easily 
persuaded that there were sufficient medical reasons; their presence would 
be all to the advantage of the rich. Some speakers had boggled at the idea 
of many abortions by the same doctor on the same woman, but if the 
operation was morally justified in a given set of circumstances, it was 
obvious that it was equally justified another time. He was quite sure that 
those who proposed to extend the sanctions for abortions outside purely 
medical limits would find themselves up against an enormous body of 
instinctive but very powerful public opinion. The early Christian Church 
had found abortion regarded by the Roman world much as social excess was 
regarded by our immediate ancestors—undesirable, but so common as to 
call for no great censure. The attitude of the infant Church had been most 
uncompromising and had never since wavered. That view, deep down in 
the hearts of the people, would rise up and have enormous force if it were 
ever proposed to extend the liberty of abortion. 


Meeting of the Section held on February 18, 1927, Mr. EarpLEY Ho1anp 
in the Chair. 
Mr. Gordon LUKER showed two specimens of 
SARCOMA OF THE UTERUS ARISING IN FIBROMYOMATA, 


one occurred in a married woman of 53 years who had had two children; 
the other in a single woman of 4o. 

Mr. LUKER also showed a specimen of an 

OVARIAN PREGNANCY. 

The specimen showed the gestation sac and foetus lying in the middle of 
an ovary enlarged to the size of a hen’s egg. The patient was aged 35, the 
mother of two children, the youngest being seventeen months old. The 
ovary was removed after a history of eleven weeks amenorrhoea. During 
the last four months of this time she had suffered from abdominal pain and 
intermittent haemorrhage. 

The specimen was discussed by Professor Munro Kerr, Mr. Eardley 
Holland and Professor Blair Bell. 

Dr. ALICE BLOOMFIELD described a case of 


PATENT WOLFFIAN Duct. 


in a parous middle-aged woman. The patient complained of vulval 
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irritation, and on examination of the vulva an opening was found in front 
and to the left of the vaginal orifice, between it and the urethral orifice. 
The duct was patent for four inches, as shown by passing a probe. 

Dr. BLOOMFIELD also described a case of 


Cyst OF THE URACHUS 


occurring in a single woman of 35 years of age. The cyst was about the 
size of a sixteen weeks’ pregnant uterus, and it ruptured during abdominal 
examination. The cyst was removed, and the patient made an uninter- 
rupted recovery. From the history of the patient, it is thought that rupture 
had probably taken place previously on one occasion. 

Dr. ARTHUR CROOK read a paper on, and described a case of 

CorTICAL NECROSIS OF THE KIDNEY 
occurring after labour. The condition was associated with suppression 
of urine, which was treated by decapsulation of the right kidney. The 
patient recovered. Pieces of the kidney were removed at the operation, and 
on microscopic examination showed areas of focal necrosis in the cortex of 
the kidney. 

The condition was discussed by Mr. Clifford White, who had incised 
the capsule of the kidney for anuria in eclampsia on two occasions, with 
good results. He described two other cases which he had seen, but in which 
operation on the kidney was not undertaken, and both patients died. He 
also described a case of incision of the capsule of kidney in a case of 
suppression of urine following eclampsia, under the care of Mr. Miles 
Phillips, of Sheffield. Dr. J. Bamforth discussed the pathological changes 
both macroscopic and microscopic present in the kidney in this condition, 
and the changes in the kidney preceding the narcotic change. 

Prof. Munro Kerr took part in the discussion, and expressed the opinion 
that the condition of cortical necrosis is super-imposed on an old chronic 
lesion of the kidney. The paper was also discussed by Dr. James Young, 
Dr. Schwartz and Professor Blair Bell. 


Meeting held at the Society’s House, 1, Wimpole Street, March 18th, 
at 8 p.m. 
The President, Dr. ARCHIBALD DONALD in the Chair. 
Mr. L,. CarNAC RiIvetr showed a specimen illustrating 
CARCINOMA OF THE CERVIX IN PREGNANCY. 

It was removed by radical hysterectomy at about the thirty-fourth week 
of pregnancy. The baby did well but the mother died of metastases six 
months after the operation. 

In discussing the case, Mr. ComMyNS BERKELEY mentioned a case which 
he had operated on at term in 1914. The patient had been treated with 
radium before radical hysterectomy was done. She is alive and well at 
present. 

Mr. S. GorpON LUKER showed a specimen of 

FIBROMYOMA OF THE UTERUS. 


showing rupture of the capsule of the fibroid with protrusion of part of 
the tumour, which had undergone secondary necrosis, The specimen was 
discussed by Mr. T. G. STEVENS. 
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Mr. ALEcK BourNgE and Dr. J. H. Burn read a paper on 

THE DosaGE AND ACTION OF PITUITARY EXTRACT AND OF THE ERGOT 

ALKALOIDS ON THE UTERUS IN LABOUR, WITH A NOTE ON THE ACTION 
OF ADRENALIN. 

They described a graphical method of recording the contractions of the 
uterus on paper affixed to a slowly-revolving drum, whereby the effect of 
these substances could be exactly measured. It was found that small doses 
of two units of pituitary extract produced a considerable increase in the 
work done by the uterus , though the extent of the increase was variable. 
The examination of ergot comprised an investigation of each of the three 
alkaloids, tyramine, histamine and ergotamine. In pharmacopeial doses 
tyramine was without effect, while histamine produced a_ short-lived 
accentuation of uterine work. Ergotamine, however, caused a sustained 
action lasting several hours. 

Adrenalin was shown to have a definite inhibitory action on the uterine 
contractions. 

The paper was illustrated by lantern slides of the tracings obtained. 

The paper was further discussed by Mr. J. M. Wyatt, Prof. H. H. Dale, 
Prof. Louise McIlroy, and Mr. W. Gilliatt. 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAT, 
SOCIETY. 

Meeting held in Sheffield on November 19th, 1926. The President, 
Mr. W. GouGu (Leeds), in the Chair. 

Present, seventeen members and one guest. 

Two new members were elected. 

The following specimens were shown : 

Miss IvENs (Liverpool) : MELANOTIC SARCOMA OF THE CLITORIS. 

The patient was a married woman, 8-para, of about 58, ten years past 
the menopause, of healthy appearance, but very stout. She had had an 
operation for gallstones some years previously, and was complaining of 
heemorrhoids, on account of which she consulted her doctor. She had 
noticed a small lump in the anterior portion of her vulva for about twelve 
months, but it had given her no pain or inconvenience, nor had it discharged. 

On examination the clitoris was found to be replaced by a softish nodular 
growth, pigmented in patches, which extended on to the left labium minus. 
The prepuce of the clitoris was stretched over the tumour. The growth was 
movable on the deeper structures. 

Miss Ivens operated on April 16th, 1925, excising the whole of the vulva 
as radically and deeply as possible. No enlargement of the inguinal glands 
could be detected. In addition, some large haemorrhoids were removed. 
Primary union took place, and her doctor reports that so far, (i.e. eighteen 
months after operation), no recurrence has taken place. 

Microscopically, the tumour consists of masses of spindle cells with 
well-stained nuclei arranged in an alveolar manner in a connective tissue 
stroma. Granules of brownish pigment are scattered through the connective 
tissue and are present in some of the cells, but in some areas pigment is 
absent. The tumour is covered by thinned-out stratified epithelium. 
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Cases of melanotic sarcoma of the clitoris are very rare. In 1908 Mr. 
Eardley Holland collected three among thirty-two melanomata of the 
vulva. Since then Lockhart has reported one, and mentioned two others. 
He notes the extreme malignancy of these tumours and their tendency 
to rapid dissemination. 

In the case here described, favourable points affecting the prognosis 
are :—(1) Absence of ulceration and fixation; (2) Absence of enlarged 
inguinal glands,—and probably— (3 The fact that pigment only occurs in 
patches. As regards the mode of origin of this tumour, it is possible that 
it arises from the chromatophores or connective tissue pigment cells of the 
skin, and is therefore a melanotic sarcoma and not a sarcoma associated 
with altered blood pigment or sarcoma haemorrhagica. 

(The specimen was illustrated by coloured drawings and microscopical 
sections.) 

Dr. GeMMEL (Liverpool), had a similar case where recurrence took place 
in twelve months. 

Professor W. FLETCHER SHAW (Manchester), also had a case of a large 
densely pigmented tumour of the vulva, which he had removed very widely 
with the inguinal glands, and treated with radium, but recurrence took 
place in four months, and the patient died in fourteen months. 


Dr. LerrH Murray (Liverpool), considered that a small amount of 
pigment did not necessarily mean a low degree of malignancy. 

Miss Ivens also showed a specimen of Endometrioma of the Broad 
Ligament, which was removed from between the layers of the right broad 
ligainent. The patient, a girl of twenty, had suffered from severe dysmenor- 
trhoea with profuse and prolonged menstruation from the onset at fifteen 
years of age. Bilious attacks had been frequent, and two years previously 
an attack of severe abdominal pain with vomiting had occurred. 

Dilatation was performed in January, 1925, but the patient was worse, and 
in December, 1925, Miss Ivens opened the abdomen, removed a swollen, 
kinked and unhealthy-looking appendix and incised some small cysts of 
the ovaries. In the right broad ligament close to, but not adherent to the 
body of the uterus, was a swelling the size of a large marble, dark in colour. 
There were no adhesions. It was enucleated and the peritoneum stitched. 
On further examination the little tumour proved to be a cyst containing dark 
tarry fluid. It is lined by cubical epithelium and shows in its wall, typical 
endometrial stroma and glands imbedded in and surrounded by fibrous 
tissue. 

The case is of interest as it supports the view that endometriomata are 
due to foetal displacement of Miillerian tissue, and not to endometrial grafts. 

A somewhat similar specimen was shown by Mr. BECKWITH WHITEHOUSE 
at a meeting of the Obstetrical Section of the Royal Society of Medicine 
last year.1 

REFERENCE. 
1. Proceedings of the Royal Society of Medicine, January, 1926. 

Dr. K. V. Barry (Manchester), thought that at a later operation, possibly 
endometrioma of the corpus uteri might be found. 

The PRESIDENT thought that all the theories had their points and that 
epithelial rests explained the process best. 

Dr. Crort (Ieeds), then demonstrated a specimen showing Axial 
Rotation of a Fimbrial Cyst. The symptoms were those of twisting of the 
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pedicle of a cyst with left-sided pain. The ovarian pedicle was not twisted, 
but the cyst had a corkscrew twist. The other ovary was normal avd 
healthy. 

Professor M. H. Puiiiirs (Sheffield), and Mr. J. St.G. Wiison (Liverpool), 
had both encountered similar cases. 

Dr. J. W. BRIDE (Manchester), showed an Ovarian Cyst in a girl of fifteen 
years ofage. When Dr. Leyland Robinson described his case of ovarian cyst 
in a girl aged eleven years in February 1926, at Sheffield, he remarked that 
the last case of this kind was described by a Sheffield member at Liverpool, 
and that a Liverpool member was, after sixteen years, repaying the 
compliment in Sheffield. I am pleased that Manchester should now be 
able to join the circle by showing a similar case in Sheffield. 

The specimen is a dermoid cyst. It was removed from a girl aged 
fifteen years, and unlike Dr. Robinson’s case, attention was called to it 
by the development of acute abdominal symptoms due to torsion of its 
pedicle. 

Dr. Bride was called to see the girl on September 29th, 1926, on account 
of persistent vomiting and acute left-sided abdominal pain. He found her 
with a pulse of 130, and a temperature of 101°, great rigidity in the hypogas- 
trium and inability to pass water. The symptoms dated from a menstrual 
period about a week before, and there had been irregular menstrual periods 
since the onset of menstruation in August, 1925, always with dysmenorrhea. 
An indefinite mass was to be felt in the left iliac region. He diagnosed 
ovarian cyst with twisted pedicle, and advised immediate operation. He 
found the cyst, about the size of a foetal head with numerous fine adhesions, 
lying in the utero-vesical pouch, and quite black in colour ; and he proceeded 
to remove it. The right Fallopian tube and ovary were normal. The 
patient made a good recovery. Dr. Robinson so recently reviewed the 
literature on this subject, that it would be superfluous to refer to it again. 

Miss Ivens also showed a specimen of Fibromata of both Ovaries with 
Primary Amenorrhcea, which was found when investigating a case of 
primary amenorrhoea in a virgin of nineteen years, who had consulted her 
on account of pain and a lump in the hypogastrium. For her age the 
patient was distinctly childish. She had never menstruated nor had any 
molimina. 

On abdominal examination a hard mass, non-mobile and tender, was felt 
in the left iliac region. Per vaginam the pelvis was found to be filled with 
hard nodular growths, which I was unable to separate from the uterus. 
An ovarian tumour, possibly sarcomatous, was diagnosed. 

On operation Miss Ivens found the large left and smaller right ovarian 
tumour, and being doubtful of their nature and feeling sure that all ovarian 
tissue was destroyed, she performed panhysterectomy. There was no ascites 
present. The patient made a good recovery. 

Hoon in Surgery, Gynecology and Obstetrics, Vol. xxxvi, No. 2, 1923, 
gives some conclusions as to fibromata drawn from the Mayo Clinic. He 
states that they may occur at any age after puberty, there may be 
comparatively few symptoms and that ascites need not necessarily mean 
malignancy, and that menstruation is usually normal. The present tumours 
are interesting as (1)they caused primary amenorrhcea and must have been 
present for some time. This is supported by the evident calcification of the 
tumours. (2) The childish condition of the patient at nineteen years 
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suggests complete absence of ovarian secretion. (3) There was no ascites. 
With regard to the last symptom, one sees in text-books the statement that 
ascites occurs so irequently in connexion with fibromata as to be almost a 
symptom. Ought this to be modified ? I have seen a certain number of 
fibromata, and in none has ascites been present. The last case before this 
one on which I operated was in a woman of seventy-six years, and the 
tumour weighed four pounds. There was no ascites. (4) Pain as a 
diagnostic point against fibroids was an important symptom here. 

The PRESIDENT did not agree that ascites was so stressed as a symptom. 

Mr. J. St. G. WiILson described an unusual case of Carcinoma of the 
Cervix. A nullipara, aged thirty, married seven years, complained of inter- 
menstrual bleeding for four months. On examination the cervix was 
replaced by a crater, ulcerating, friable and bleeding. The supravaginal 
cervix was thickened and the uterus fixed. There was albumin in the 
urine. At operation growth was seen on the surface of the uterus. The 
patient died ten days later. The specimen shows growth infiltrating the 
whole of the uterus. Secondary growths were found in the lumbar glands. 
Microscopically the growth was of squamous-celled variety. 

Dr. Crort commented on the rarity of spreading to the corpus. 

Dr. Bartey asked if sections had been cut of the upper portion of the 
growth to exclude its being a different growth from the cervix. 

Professor W. FLETCHER SHAW showed a case of Acute Torsion of a Uterus 
containing a Fibromyoma. The patient was an unmarried lady, seventy 
years of age, who for eighteen months had complained of recurrent attacks 
of nausea which had been put down to biliousness, but on the last occasion 
the doctor examined the abdomen and found a large, hard, tender tumour 
which, she said, she knew had been there for over twenty-five years, as at 
that time she had seen a gyneecologist who had advised her not to have 
any operation performed. The tumour was very hard, extended to the 
umbilicus, was apparently fixed to the uterus, ‘thought at the time 
examination was very difficult, and was extremely tender. A diagnosis of a 
degenerating fibroid was made, and an abdominal section done the next day. 
It was then found that the uterus contained a fibroid in the fundus about 
the size of a foetal head and of stony hardness due to calcareous degeneration. 
The uterus and appendages were twisted round in two complete turns, and 
so had formed a narrow pedicle just above the level of the internal os, no 
thicker than a man’s finger. The broad ligaments and Fallopian tubes were 
of a deep purple colour, many of the veins were thrombosed, but in some the 
blood was still fluid, so apparently there was a small circulation still kept 
up. The tumour was easily removed at the site of the torsion, and the 
patient had an uninterrupted recovery. 

Dr. King (Sheffield), asked if the ovarian veins were thrombosed. 

Professor M. H. Puiniirs described a case of Advanced Abdominal 
Pregnancy. He said, “‘My object in reporting this case is to draw attention 
once more to the difficulty which so often obtains of clinching by the 
ordinary means of examination the diagnosis of an advanced abdominal 
pregnancy. The clinical history may, as in this case, be highly suggestive 
and yet a careful physical examination by the ordinary methods of palpation 
and auscultation may fail to give convincing evidence of the presence of a 
foetus in the large abdominal tumour. This has been my experience in 
five out of six cases with which I have had to deal. On this occasion the 
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clinical story was classically descriptive of this unfortunate form of 
gestation. Therefore, when I failed to palpate any part of a foetus in the 
abdominal tumour, I felt pretty confident that an X-ray photograph would 
reveal one. This proved to be so. Dr, Grout’s excellent photograph shows 
not only a foetus but also a position and condition of that foetus which can 
best be explained by its being dead and in an extrauteriné sac. The skull 
is lying in the left iliac fossa; the bones of its vault are overlapping. The 
spine lies across the upper region of the abdominal tumour compressed into 
the are of a circle in such a degree as is hardly likely to ever occur within 
the uterus.”” The story is as follows :— Mrs. T., thirty years of age, had a 
dangerous attack of pelvic peritonitis two and a half years ago, after a 
miscarriage at eleven weeks. This was her first pregnancy. 


Menstruation 
was scanty 


afterwards, but she did not miss a period until March of this 
year. Her last period was on February 13th. There was a slight show 
unaccompanied by pain nine weeks after. Morning vomiting, secretion 
in the breasts, steady enlargement of the abdomen duly followed. She 
quickened at four and a half months, and felt movements daily until 
September 4th. On that day she had severe abdominal pain accompanied 
by a dark bloody discharge, and also diarrhoea and vomiting. Premature 
labour was suspected, and her doctor took her into a Maternity Home. The 
external os just admitted the finger tip, and in the course of six 
days the pain and vomiting ceased, and the patient was sent home. 
However, no further foetal movements were felt, and the breasts 
and abdomen lessened in size. A slight, very dark, bloody discharge 
occurred daily. When I saw the patient on October 21st, (thirty-six weeks 
after the last period) there was a globular elastic mass visibly distending 
the abdomen and reaching from the pelvic brim to a point two inches above 
the navel. It possessed none of the signs of an enlarged uterus, and no 
foetal parts, as I have stated, could be made out. On vaginal examination 
the cervix was soft, the os was closed to the finger, and bimanually, 
the slightly enlarged body of the uterus could be felt behind and to the 
right of the lower pole of the abdominal tumour, which could just be reached 
at the pelvic brim. The pelvo-abdominal tumour felt just like an ordinary 
cystadenoma of the ovary. The X-ray examination having established the 
diagnosis, I opened the abdomen on November 12th, thirty-nine weeks after 
the last period. On excising the peritoneum, a pint or so of thin, clear 
fluid escaped from a localized space within which was exposed a second 
sac—the amnion—closely shrouding the foetus. This sac contained rather 
less than half a pint of thick, greenish, opaque fluid. Both fluids were 
odourless. The foetus was lifted out and the cord divided. The sac was 
now seen to line the true pelvis and the abdominal cavity to above the 
umbilicus. The transverse colon adherent to the abdominal wall, formed 
the upper limit of the gestation sac. None of the pelvic organs could be 
seen through the sac. The stump of the umbilical cord with the 
contiguous amnion and chorion were separated from the placenta which was 
found to be plastered on the upper half of the sacrum and the adjacent 
lower half of the lumbar spine. In doing this, a certain amount of the 
placental substance also was torn away, but without causing any bleeding. 
The placental tissue was of a dull grey colour and appeared bloodless, No 
attempt was made to separate it from the underlying aorta and other large 
vessels. The sac having been swabbed dry, the abdomen was completely 
closed in the usual layers; interrupted sutures being used in each layer, 
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This operation was done only seven days ago.—So far the temperature and 
pulse rate have remained normal as they were before the operation, and 
there has beefi no abdominal pain or even discomfort. 

Mr. W. W. KING read some notes on Some Aspects of Concealed 
Accidental Heemorrhage, and the discussion thereon had to be postponed, 
owing to lack of time, till the next meeting. 


The Annual Meeting of the North of England Obstetrical and Gynzeco- 
logical Society was held in the Medical Society’s Rooms, University of 
Manchester, on Friday, January 28th, 1927. 

The Secretary’s and Treasurer’s Annual Reports were read and adopted. 
The Office Bearers for 1927 were elected. 

Dr. R. A. HrENpRy (Rugby) was unanimously elected an Honorary 
Member of the Society. 

Miss Francis Ivens (Liverpool) showed the following specimens : 

1. Squamous carcinoma of the clitoris associated with a broad ligament 
cyst in a woman of 84, who had been a widow for 26 years. She had had 
three abortions, all at about three months. The menopause had occurred 
at 50, but there had been slight leucorrhcea for 20 years. Irritation and 
swelling of the vulva had been noticed for about three months, together 
with an aching pain in the left iliac fossa, associated with difficult, painful 
and frequent mictruition. On examination a pedunculated swelling of the 
clitoris was found with some induration in the atrophied left labium minus 
and general leukoplakla. The inguinal glands were palpable and a cystic 
swelling was felt in the lower abdomen pressing on the bladder. Wassermann 
negative. The patient, for her age, was in good condition, so, cn 
December 3rd, 1926, the vulva and inguinal glands were excised in the 
usual manner. The abdomen was then opened and a cystic tumour, the 
size of a cocoanut, developing in the left broad ligament was removed by 
resection-enucleation. The fluid ‘within it was clear. No attempt was 
made to remove the right ovary and atrophied uterus which was lying back 
buried in adhesions. The patient made an excellent recovery, and the 
urinary symptoms improved. 

PATHOLOGICAL REPORT BY Mrs. BARTON Hau. 

There is a pedunculated solid nodule, the size of a cherry, irregular on 
the surface, replacing the clitoris. 

Microscopically it is squamous carcinoma with some infiltration of the 
deeper tissue and a good deal of round-celled infiltration. The glands do 
not show malignant infiltration. The broad ligament cyst is the size of a 
full time foetal head, thin walled and covered by a layer of the peritoneum 
of the broad ligament. 

In this case it is interesting to note the sequence of events, viz., three 
early abortions, probably caused by retroversion of the uterus, followed 
after the menopause by an irritating leucorrhceal discharge which lasted 
many years and was followed by leukoplakia, and ultimately, malignant 
disease at a very advanced age. 

2. Mixed Cell Sarcoma of the Ovary associated with Pelvic Tuberculosis. 

These specimens were removed from a patient aged 59, a widow for 
three years. She had had eight children. The menopause had taken place 
six years previously, and her last child had been born 25 years before. A 
ring pessary had been worn for three years, for prolapse. There was a 
three weeks’ history of shortness of breath, very frequent micturition and 
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loss of weight. The abdomen was distended by free fluid and a cystic 
tumour, the size of a five months’ pregnancy, could be felt coming up from 
the pelvis. At the umbilicus a reddish swelling, rather like an inflamed 
hernia, was seen. The uterus was prolapsed. Operation was undertaken 
on January 12th, 1926. A gallon of bile-coloured fluid was evacuated, and 
supravaginal hysterectomy was performed with the removal of a tumour of 
the left ovary, twisted on its pedicle, and a smaller cystic mass growing 
from the back of the right broad ligament, which contained greenish-yellow 
fluid, The umbilicus was excised. 
PATHOLOGICAL REPORT BY Mrs. BARTON HAL... 


A. The tumour is pedunculated and consists, macroscopically. of an oval 
mass which appears to arise from the left ovary; about the size of a full 
term foetal head. The surface, which is irregular with projecting besses, 
shows dilated veins and blood-stained areas. 

On section, about one-third of the mass is firm in consistency and 
yellowish in colour. The other two-thirds consists of cyst-like cavities with 
areas of softening and necrosis with haemorrhage into the tissues. 

Microscopically. The solid portion consists mainly of spindle cells, 
Some areas show collections of multinuclear cells. 
mainly degenerating tissue and blood clot. 

B. The right ovary, macroscopically, is normal in size and appearance, 
and microscopically is normal except for one area on the surface which 
appears to be invaded with malignant cells and is pigmented. 

C. Macroscopically the wall of the uterus is rather thickened but other- 
wise normal. Microscopically, a section taken near the fundus shows the 
uterus to be invaded by tuberculous giant cell systems. 

D. Both Fallopian tubes show thickening of the wall with caseation. 

E. Macroscopically, at the umbilicus there is a subcutaneous nodule 
three-quarters of an inch in diameter which is solid, dark and haemorrhagic. 
It does not appear to arise from the squamous epithelium covering it, which 
is normal in appearance. Microscopically, the mass consists of fibrous tissue, 
blood clot and masses of malignant cells, many of them multinucleated. 

Primary sarcoma of the ovary is one of the rarer forms of malignant 
growths, and probably does not occur in more than five per cent. of all 
ovarian tumours. It is a tumour characterized by rapidity of growth and 
the presence of ascites. Pigmented forms occur. 

I can find no instance recorded of the oceurrence of a mixed cell 
pigmented sarcoma superimposed upon tuberculosis of the uterus and 
Fallopian tubes, and think it may be regarded as a pathological curiosity. 

Mr. W. GouGu had seen an association of carcinoma and tubercle in the 
caecum. 


The necrotic area shows 


Dr. J. W. Burns (Liverpool) showed a specimen of Diffuse Adenomyoma 
or Endometriomatosis of the Uterus. 

P.M. Aged 39 years. Married 11 years. Sterile. Menstruation began 
at 13 years and was 5-6/28 type. No Dysmenorrhcea. No Leucorrhcea, 

29/9/26. For eighteen months before coming under observation the 
menstrual periods had been getting heavier than usual and for the past 
month there has been, more or less, constant bleeding. Patient complained 
of marked weakness. There were no symptoms arising from cither the 
bladder or rectum. 

Examination :—General condition poor, anemia marked. 
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Abdomen. A smooth hard tumour could be felt in the lower abdomen 
reaching almost to a point midway between the symphysis and the 
umbilicus. Bimanually the cervix was found to be drawn up behind the 
pubes and the uterus enlarged, hard and smooth and freely mobile. There 
was no appendage swelling. A diagnosis of fibroid was made and operation 
advised. 

30/9/26. Operation. On opening the peritoneum some free dark blood 
was seen. The uterus was symmetrically enlarged by what was thought 
to be a fibroid which was undergoing some degeneration. A portion of the 
sigmoid and the ileum were adherent to the upper surface of the tumour. 
The gut was liberated with difficulty and a subtotal hysterectomy carried 
out with removal of both Fallopian tubes and ovaries. The patient made 
a very rapid and uneventful recovery. 

Specimen. The uterus bisected vertically. It measured, after hardening, 
44x44 inches, being symmetrically enlarged. The wall of the fundus 
measures two inches in thickness. The cut surface is fibrous with numerous 
small cavities scattered throughout. Many of these cavities are subperi- 
toneal and some of them contain dark blood. On the upper and posterior 
surface is a roughened area where the intestines were adherent. There is 
one small fibroid in the posterior wall of the fundus. The endometrium 
appears thickened and ragged. 

Both Fallopian tubes are small and appear normal. The ovaries are 
slightly enlarged and contained several cysts which were filled with a 
clear. straw-coloured liquid. Attached to the wall of two of these cysts was 
some old blood clot. 

Microscopical sections show :—In endometrium; glands numerous with 
epithelium regular and single layered. Stroma relatively scanty, no 
evidence of inflammatory reaction. The endometrium seems to be spreading 
deeply into the muscular wall. Sections of the uterine wall show some 
slight increase of fibrous tissue. All sections show the uterine wall to be 
infiltrated with islands of tissue indistinguishable from the endometrium. 
Some of the gland spaces are filled with blood, especially those near the 
peritoneal surface. 

Sections of the ovaries do not show any evidence of endometrium and 
there is no lutein tissue to be seen. 

In most of the specimens of diffuse adenomyoma which have been 
reported, the adenomyomatous condition has been described as a tumour 
or tumours localized to some portion of the uterine wall. In this specimen 
the whole uterine wall appears to be permeated with the endometrial tissue 
and I suggest that this is a true endometriomatosis. 

Prof. Mu.es Puriiirs asked if the condition was associated with pain, 
if there was definite evidence of down-growth from the surface of endo- 
metrium, and if there was any communication to be made out between any 
of the spaces and cavity of uterus. 

Dr. Burns replied that there was no pain clinically, and there was no 
evidence, microscopically, of down-growths of endometrium. 

Dr. H. Lerru Murray (Liverpool) related a case of 

SUPPURATION IN A PSEUDOMUCINOUS CysT. 

The case now recorded is the only one of suppuration in a pseudomucinous 
cyst that he had seen in a consecutive series of 115 cysts of that nature. 
The rarity of this complication is interesting in view of the fact that the 
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fluid from such cysts has been, in the past at least, recommended for use 
in certain culture media. 

Mrs. R., aged 34, was admitted to Hospital in March last with a history 
of swelling of the abdomen since the birth of her last child seven months 
previously ; there had been a more rapid development in the two months 
preceding her admission, but pain had been completely absent. The labour, 
which was her second one, was tedious, but otherwise natural. The 
convalescence was normal evcept that she had a pendulous abdomen and 
was ordered a belt. 

On examination the patient was obviously in a condition approximating 
the ‘typhoid state.’? with a dried furred tongue, dilated pupils, and a 
temperature ranging from 100—103. As her pulse rate was between 9o 
and 100, it was felt inadvisable to operate until a Widal reaction had been 
taken; this proved negative for typhoid and paratyphoid A and B. A 
leucocyte count came to 16,875 per cubic millimetre. There was a slight 
trace of albumin in the urine, and a moderate amount of pus. The 
abdomen showed a tense cystic swelling reaching to midway between 
the umbilicus and the ensiform cartilage; it was bossy in shape and 
absolutely non-tender; the abdominal wall moved freely over it. 

Although he was not convinced that a cyst so absolutely non-tender and 
mobile could be the cause of so much general upset, it was finally decided 
to operate. A cyst weighing nine pounds six ounces was removed through 
a vertical incision. There was practically no ascites and only one 
adhesion of small intestine, measuring about one third of an inch, on the 
right side, near its upper border. While this intestine was being separated, 
a slight leakage of purulent material occurred. A dab was promptly 
placed over the spot, the cyst delivered entire as rapidly as possible, and 
the abdomen completely closed. 

The patient’s temperature was normal next day, and remained so during 
an uninterrupted convalescence. The improvement in her appearance was 
dramatically rapid. 

The specimen showed a typical pseudomucinous cyst of the right ovary 
with one large loculus containing more than a pint of creamy pus, 
approaching the surface at the point where the intestine was adherent; the 
rest of the cyst appeared to be uninfected. The contrast between the large 
purulent loculus and the clear pseudomucin in the smaller loculi was very 
marked. There was no twist of the pedicle. Cultures, both eerobic and 
anzerobic, proved sterile after forty-eight hours, nor were any bacteria 
observed in direct films of the pus. Pseudomucin was present both in the 
pus and in the non-infected loculi, and the microscopical structure was as 
usual, except around the abscess cavity where only traces of epithelium 
were observed and round-celled deposit was intense. 

The interest of the case lies in the history of normal labour and in the 
very sinall intestinal adhesion. 

BLAND-SuTTON! has observed that it seems somewhat difficult to under- 
stand how ovarian cysts can become inflamed, enclosed as they are in air- 
tight cavities, and having no communication with other organs. He 
considers the principle sources of infection to be the Fallopian tubes, the 
intestine, the appendix, and “tapping.’’ To these must be added,? as is 
proved by several cases of typhoid infection of ovarian cysts, infection by 
the blood stream in systemic diseases of infective origin. 

Pfannenstiel3 expresses the opinion that infection of an ovarian cyst is 
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usually derived from the Fallopian tube or intestine—the latter almost 

exclusively when the cyst is adherent to the bowel or even near it if the 

bowel is injured or damaged from any cause. 

1. Bland-Sutton, J. ‘‘Diseases of the Ovaries and. Tubes.” 

2. Taylor, F. E. ‘Typhoid Infection of Ovarian Cysts.” Journ. Obstet. 
and Gynecol, Brit. Emp., 1907, xii, 367. 

Pfannenstiel. Quoted by Taylor vide supra. 

The case was discussed by the President, Prof. Miles Phillips, and 
Prof. Briggs. 

Dr. N. E. Epwarps (Manchester) described a case of Rupture of the 
Uterus. This was a multipara, age 36 years, who had had four previous 
labours, the first instrumental; the second, breech S.B.; the third, instru- 
mental; and the fourth, normal delivery three years ago. The pelvis was of 
slightly contracted and of a rachitic flat type. No abnormality during 
pregnancy. Labour pains began at 5.0 p.m. on September 30th. Membranes 
ruptured at 11.0 a.m. and doctor was then of opinion that breech presented. 
Pains increased until 4.0 p.m. (11 hours after onset), when they suddenly 
ceased, being replaced by continuous pains in abdomen, back, and right 
shoulder and associated with vaginal haemorrhage. Patient was admitted 
into Hospital with moderate degree of collapse and temperature 97.4 and 
pulse 120, and trace of albuminuria. 

Abdominal examination revealed the foetus lying transversely with head 
in mother’s right flank, free of peritoneal cavity. The contracted uterus 
was felt lying over to the left side, and vaginally no presenting part to 
be felt. Dr. Brentnoll opened the abdomen and removed a female foetus 
94 lb., and the placenta from the peritoneal cavity. 

The lower segment of the uterus was the seat of a transverse rupture 
which began just in front of the right uterine artery and finished behind 
the left uterine artery, which was severed. Supravaginal hysterectomy 
was performed at the level of the rupture, a drainage tube put in the pouch 
of Douglas and intravenous saline was given. Patient recovered after 
a somewhat stormy convalescence. 

Cause of the Rupture. No interference by doctor or midwife. Repeated 
child-bearing, with short intervals between pregnancies, associated probably 
with scme injuries to the lower uterine segment by instruments gave rise 
to atrophy of muscle and fibrosis. One of these weak spots gave way under 
the strain caused by the vigorous attempts made by the uterus to expel 
a relatively large child through a relatively small pelvis. ? Breech with 
extended legs. ? Part played by toxcemia (as evidenced by albuminuria). 

Dr. J. W. A. Hunter described 


AN Unusuar CASE OF PERITONITIS FOLLOWING ECTOPIC PREGNANCY. 


Mrs. B. Age 34. Housewife. On December 17th, her doctor called to 
see her on account of a sudden onset of acute abdominal pain accompanied 
by vomiting and slight bleeding from the vagina. Examination revealed 
some slight tenderness in the lower abdomen, and on vaginal examination 
a slight fulness was felt in the pouch of Douglas which was tender on 
pressure, and which was thought to be a retroverted gravid uterus. The 
temperature was normal, pulse go. She admitted being 14 days over her time. 
The following day she was much better and went about her daily routine, 
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but on the third day there was a recurrence of abdominal pain, an increase 
in pallor and the pulse rate rose to 100. On the fourth day she was still 
doing her work and her condition was unchanged. On the morning of 
the fifth day her symptoms rapidly became more severe. Her doctor was 
called in and found her complaining of still greater abdominal pain. On 
examination the abdomen was found to be tender, the pulse rate was 110 
and for the first time the temperature rose above the normal and was 100°F. 
In the evening she was even worse; the abdomen was distended, very 
tender and rather rigid. The temperature had risen to 102°F and the pulse 
rate was 130, and on examination he noticed, for the first time, a profuse and 
very foul smelling vaginal discharge. She was then sent into St. Mary’s 
Hospital. 

On admission, the patient was extremely pale and rather collapsed. The 
tongue was dry and brown and there were sordes present on the lips. The 
temperature was 104°F. and pulse rate 124. 

Examination showed the abdomen to be distended and. very tender, 
especially in the lower part, and percussion showed the presence of free 
fluid in the flanks. A foul and dirty brownish discharge was found coming 
from the vagina, and vaginal examination revealed signs of early pregnancy 
with fulness and tenderness in all the fornices. In both postero-lateral 
fornices tender, adherent swellings were felt, similar to those usually 
palpable in acute salpingitis and giving the impression of acute adnexal 
inflammation. A diagnosis of pelvic peritonitis complicating early 
pregnancy was made and laparotomy was decided upon as the infection 
appeared to be spreading to the upper part of the peritoneal cavity. 


Operation 22/12/26. A small mid-line incision was made above the 
pubes. Difficulty was experienced in recognizing the peritoneum, for when 
it was reached, dark brown fluid and bubbles of gas could be seen through 
it, so that one hesitated to incise owing to the resemblance to bowel. On 
incising the peritoneum there was an escape of gas, followed by a large 
quantity of dark brown, very foul smelling fiuid which had been distri- 
buted throughout the peritoneal cavity. In this fluid were some pieces of 
disintegrating blood clot. On putting a hand down into the pelvis, the 
pouch ‘of Douglas was felt to be obliterated by adhesions and both append- 
ages were bound down, so a drainage tube was put down into the pelvis and 
the abdomen closed, no further treatment being thought advisable. On the 
following day the temperature came down to normal, rose to 102° in the 
evening and again became normal on the third day, the patient being very 
much better. On the fourth day the temperature rose to 100° and she was 
not so well, and thereafter improvement ceased, the abdomen became hard 
and distended with obvious general peritonitis and on the ninth day she died. 
Post-mortem examination revealed a large purulent subphrenic abscess, 

The specimen shows a small tubal gestation in the isthmic portion of the 
right tube. Obviously this had ruptured at the time of commencement 
of symptoms and a heematocele had formed in the pouch of Douglas. Five 
days later this became infected as shown by the sudden onset 
pyrexia and signs of pelvic peritonitis. 

There are several points of interest about the case. Firstly, was the 
infection due to a gas-forming organism or was the gas, present in the 
peritoneal cavity, due to septic disintegration of blood clot ? Probably the 
latter, for after operation there was no further sign of gas formation, and 


of 
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at the post-mortem the subphrenic abscess was of the ordinary pyogenic 
variety. 

Secondly, what was the starting point of the infection ? Was it from the 
bowel or from the vagina ? Probably it was vaginal, otherwise it is difficult 
to explain the presence of the profuse and foul vaginal discharge. No 
evidence of interference could be obtained, though this was suspected, but 
the patient admitted that she knew herself to be pregnant, and was known 
to have brought on an abortion herself about a year ago. 

Dr. DouGal, said that he thought the gas was due to infection of the 
blood clot. He had seen a case of infection by B. Aecrogenes capsulatus, 
when the uterus and foetus therein showed gas spaces and gave cultures of 
B. Aerogenes Capsulatus. 

Dr. W. R. Appis read a paper on 

A New METHOD oF INDUCTION. 

The method consisted in the intramuscular injection of extract of ovarian 
residue (without corpus luteum) prepared by Park Davis & Co. One c.c. of 
the extract was injected into the pectoralis major muscle where it forms 
the anterior border of the axilla. 

Contractions of the uterus were recognized by palpation at first, as the 
onset of labour was painless. The dose was repeated when the contractions 
commenced to diminish in intensity and frequency. The average time in 
which this occurred was about three hours. After the second injection a 
dose of one ounce of castor oil was given by the mouth. 

Dr. Addis had employed this method in 22 cases in periods of pregnancy 
varying from 36 weeks to a week post-mature and came to the conclusion 
that it was practically infallible as a method of induction of labour. In the 
first case only was the method a partial failure. Further, the labour 
induced is practically painless throughout the first and beginning of the 
second stages, pains only being really experienced when the presenting 
part bulged the perineum. 


A Meeting of the North of England Obstetrical and Gyneecological 
Society was held at Sheffield on February 25th 1927. The President, 
Professor FLETCHER SHAW, was in the Chair, and 19 Fellow Members were 
present. 

Dr LeitH Murray (Liverpool) read details of the following cases :— 


1. INTRALIGAMENTARY FIBROMYOMA REMOVED AT THE AGE OF 60. 

The specimen, weighing 7]lb. 80z., was removed from the right broad 
ligament. The patient was a married woman, aged 60, who had had three 
children, the last 23 years previously ; and who had ceased to menstruate 
at the age of 45. 

She had been complaining of pain and swelling in the abdomen for 
about a year, and pain radiating down the right leg for four months. She 
had been in bed for five weeks when first seen. 

The case, before operation, gave a strong suggestion of malignancy, 
but laparotomy disclosed a simple cedematous fibromyoma lying within 
the right broad ligament and raising the uterus alongside it above the 
pelvic brim. There was considerable bullous cedema in the capsule, and 
the operation of enucleation presented no difficulty. The right ureter was 
felt behind the bed of the mass, and was not exposed to risk. The cavity 
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was closed by mattress and continuous sutures, and the patient made an 
uninterrupted convalescence. 

The interest of the case lies in the rarity with which fibroids give 
rise to symptoms after the menopause. In a series of 540 consecutive 
operations for fibroids only 14 have occurred definitely after the meno- 
pause—this is a percentage of 2.6. Of these 14 cases three required 
operation for torsion of the pedicle of a subperitoneal pedunculated 
fibroid, three were removed for post-menopausal bleeding as the result 
of the fibroid having become a sub-mucous polyp, while the remaining 
8—one of them intraligamentary and weighing 341b.—had to be removed 
on account of pain, or pain with pressure from the size and position 
of the mass. (dema of the stroma, and usually of the capsule as well, 
was a marked feature in all these eight cases of pain or pain with 
pressure; and it seems likely that the development of the cedema was 
the direct cause of the need for operation. One cedematous fibroid 
weighing 2lb. 840z., had to be removed from an old lady of 73 on account 
of pain and rapid increase in size, with retention of urine; she made an 
exemplary convalescence. There was notable cedema in each of the three 
sub-mucous polypi but in view of the large percentage of fibroid polyps 
that show a non-inflammatory cedema, it is impossible to state definitely 
whether this was primary or secondary. The fact remains that all my 
cases of operation for fibroids carried out definitely after the menopause, 
excluding instances of torsion of a pedicle, have been associated with 
very marked cedema. On no occasion have I had to operate for fatty 
change. 

This case may present little scope for discussion yet I think it is 
advisable to emphasise statistically the rarity of post-menopausal 
symptom-producing fibroids of the uterus. 

The President remarked on the small number of post-menopausal. 
fibroids in Dr. Leith Murray’s series. He had seen many cases of fibroids 
which had caused symptoms after the menopause. Professor Miles 
Phillips and Dr. Croft agreed with the President. Mr. W. Gough 
remembered seeing a case of fibroids in the menopause giving rise to 
symptoms owing to shrinkage. It had previously rested in the abdomen, 
and when it shrank it sank into the pelvis and caused retention of urine 


2. CONGENITAL ABSENCE OF VAGINA AND CERVIX. 

M.T., aged 15, was sent to hospital with a history of abdominal pain 
lasting two years. The pain was colicky in character, occurred every 
four to five weeks and lasted, on each occasion, about five days. She 
had a feeling of much weight in the pelvis at those times and frequently 
vomited. There had been no menstruation. 

Examination was made under an anesthetic on 16th December 1925. A 
vulvar depression which just admitted the top of the index finger 
was all that could be found to represent a vagina. The vulva and the 
urethral orifice were normal, and the breasts and pubic hair weil 
developed—the former unusually so for her age. On bimanual rectal 
examnination no thickening such as would suggest a vagina could be 
found. The uterus appeared to be normal in size and position; the right 
ovary was readily palpated. 

At a perineal exploratory operation the pelvic connective tissue 
between the urethra and the bladder in front and the bowel behind was 
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easily opened up by a finger, after incision at the apex of the vulvar 
depression. The lower pole of the uterus could just be reached but was 
not brought down by volsellum lest injury to the bladder or bowel 
resulted. No suggestion of any vagina was found. 

The girl was kept in hospital for observation during her next periodic 
pain. She began to suffer severely on 21st December. The attack was 
an obvious colic associated with abdominal pain, tenderness, and back- 
ache ; it lasted four days and the patient was then very languid and tired. 
On 2nd January 1926 the uterus was removed together with the left 
appendage. The fundus of the uterus was adherent to the bladder and 
there was a small quantity of black uncoagulated blood in the pelvis. 
Both appendages were lightly adherent, particularly around the tubal 
ostia. It seemed likely that blood had on occasions been regurgitating 
into the peritoneum. Each ovary appeared normal and neither was 
enlarged ; the uterine body was firm and not appreciably abnormal. On 
cutting across the broad ligaments, as soon as the uterine arteries had 
been divided, the uterus was completely released by finger pressure. The 
lower pole bore no resemblance to a cervix and was uncovered by epithe- 
lium. The sudden release of the uterus, after section of the broad liga- 
ments, was most noticeable and quite unexpected; this may have been 
due, in some degree, to the preliminary exploration. 

The length of the uterus was 2! inches. On opening the cavity 
about 18 drops of dark fluid escaped—this was obviously under tension. 
The cavity thereafter was found to measure 11 inches, it ended blindly 
and the obdurating bridge at its lower pole measured three-eights of an 
inch. There was no evidence of dilatation of the Fallopian tubes. 

Sections show no sign of cervical stroma or endocervix. The endo- 
metrium is practically normal throughout except at the lowest level where 
a slight tendency towards polypoidal development is evident. The wall 
of the uterus and the obdurating bridge appear as a normal myometrium. 

I have failed to find in literature auy case exactly comparable to this. 

According to Keibel and Mall!, the tubal portion of the uterus forms 
the corpus uteri and the utero-vaginal canal the cervix and vagina; the 
development of these two is therefore, to some extent, independent. It 
seems remarkable, however, that the demarcation between the distal 
three-quarters and the remaining quarter of the whole uterine and 
vaginal tube should be so complete as in this case. 

Mr. Stacy had reported an almost similar case to the Anatomical 
Society in 1924. , 

Professor D. DouGa (Manchester) read notes of 

A CASE OF ADHESIVE VULVITIS. 

The patient was 36 years of age and had been married 101 years. 
Menstruation was regular and of normal amount. There was no 
dysmenorrhcea and no intermenstrual discharge. She had never been 
pregnant. 

Eight years ago she was very ill with pneumonia and when recovering 
from this illness began to complain of an irritation about the vulva. 
This was soon followed by closure of the vulval orifice—the words she 
used were that the vagina healed up. Intercourse was impossible, and 
in fact has never taken place since the trouble commenced eight years 


igo. 
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When she came to see me her chief complaint was the question of 
sexual intercourse, but she also had considerable difficulty in passing 
urine. 

Six years ago she was seen by the late Dr. Fothergill and he admitted 
her to St. Mary’s Hospital and curetted the uterus and separated the 
adherent labial folds. She derived no benefit as the trouble recurred 
immediately afterwards and since that time the condition has become 
worse so that recently the urine has ouly been able to escape with 
difficulty. 

On examination, I found the labia minora, completely glued together 
in the mid-line except at a point about the middle of the vulva where 
there was a siali opening about au eighth of an inch in diameter which 
served for the escape of menstrual blood and urine. Apart from the 
adherent labia there were no gross lesions of the vulval skin and no 
discharge. 

I admitted her to St. Mary’s Hospital for examination. Under the anes- 
thetic it was found possible to separate the adherent labia and then the 
vaginal orifice and the structures above presented a normal appearance. The 
area affected consisted of the inner surfaces of the labia minora and the 
folds about the clitoris. During the separation a thin layer of des- 
quamated epithelium was partially torn away and remained stretched 
across the vulval opening. There was no bleeding during the process and 
no raw areas visible. , 

The vulva was swabbed with mercurochrome and a dressing placed 
between the separated labia. This was kept in position for some days, 
but as soon as it was removed the surface again became adherent and it 
was evident that something more would have to be done. Three weeks 
later I excised the vulva and as a result the vaginal orifice was well 
opened up and no labial surfaces were left to adhere at a later date. She 
made a good recovery and two months after the operation was quite well 
and there was no recurrence. 

Sections of the affected skin show inflammatory changes in the deeper 
layers, and thickening and keratinization of the squamous celled layer. 
There is a thin superficial layer of horny material which is torn away in 
some places. This is evidently the structure which formed the thin 
membrane when the labia were forcibly separated. 

The lesion is evidently the result of a chronic infection which has so 
damaged the vitality of the squamous epithelium that the opposing 
surfaces have become glued together. 

Adhesions of the labia occur most frequently during infancy, childhood, 
and old age, and it is uncommon to meet with cases in married women. 
In most instances the vulvar orifice is not completely closed as a small 
opening is usually left below the urinary meatus. The causes are inflam 
mation, irritating discharges and uncleanliness, and the structures may 
be glued or cemented together by abnormal secretions or organically 
adherent as a result of the destruction of the protective epithelium. 

Professor Mines Puiniirs asked if Professor Dougal thought the 
infective agent was the pneumococcus. He had seen a case of pneumo- 
coceal endometritis in pneumonia. 


Professor DouGAL, in reply, said that he believed that the condition was 
due to the pneumococcus. 
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Dr. LacEy (Manchester) read a case of 


FOREIGN BODY IN THE PREGNANT UTERUS. 

The patient, aged 28, with one previous instrumental confinement had 
had amenorrhcea for two months. She felt a lump in the vagina, and 
tried to push it back with a crochet hook, which disappeared. She was 
examined by a doctor, and nothing was found. She had pain in the lower 
abdomen the same night. On admission to hospital two days later she 
had a slight show, and a temperature of 100.6, pulse 96. The os was closed, 
the uterus was 31—4 months in size. She was X-rayed, and the radio- 
logist, Dr. A. E. Barclay, reported as follows :— The films show a shadow 
arising out of the pelvis up to the fourth lumbar vertebra, presumably 
uterus and an elongated shadow of bony density in the mid-line over the 
upper part ot the sacrum included in the uteric shadow, probably a 
foreign body in its cavity. No foetal parts are shown on the film. 

On the next day she aborted, and had T. 101.6, P. 108. On the follow- 
ing day there was diffuse abdominal pain. The abdominal wall was tender 
and rigid, and there was slight distension. 

On laparotomy there was a small quantity of odourless pus in the 
abdominal cavity. The crochet hook was protruding through the posterior 
wall of the uterus and firmly embedded against the sacrum. It was 
removed with little difficulty. The abdomen was drained, and the patient 
made an uninterrupted recovery. 

The President enquired as to what action one should take in these 
eases with regard to reporting them to the police. 

Dr. LerraH Murray said that he had had a case of premature twins in 
which he suspected criminal abortion. He had asked the B.M.A. fo1 
advice, and the advice given was to do nothing in the matter unless the 
patient died. 

Dr. BRIDE had removed two crochet hooks from the abdomen, one from 
the right kidney pouch, and the other from the pouch of Douglas. Neither 
of these cases was pregnant, though they suspected pregnancy. One ot 
the cases was already in the hands of the police, and when he informed 
them that the patient was not pregnant, they took no further action. 

Dr. Crorr had had a similar case, and he had removed the body after 
the abortion. 

In reply, Dr. Lacky said that he had hoped to hear views of members 
as to when they would have operated on a patient with a similar history. 

Miss NICHOLSON (Liverpool) described a case of 

Cystic PAPILLARY TUMOURS OF THE OVARIES. 

A woman, aged 44, was sent to me in December 1926, complaining of 
swelling of the feet and legs, of four months duration. She had been 
married for 18 years with no pregnancies. Her periods, always 
scanty, had been regular till August—since then she had amenorrhcea. 
She attributed everything to the ‘‘change of life,’? and therefore did not 
seck advice until the beginning of December. Her only symptom was 
some frequency of micturition. 

On examination, both legs and thighs, more especially the right, were 
found to be cedematous. A mass rising from the pelvis and extending to 
the umbilicus, could be felt. On vaginal examination the mass was found 
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firmly fixed in, and filling the pelvis, and the body of the uterus could not 
be palpated. ; 

At operation, three days later, a large ovarian cyst was found, to the 
anterior surface of which, the bladder and coils of small and large intestine 
were bound down with firm fibrous adhesions. The peritoneal coat of the 
intestine was congested and thickened, giving the impression of an old 
sub-acute peritonitis. 1 freed with great difficulty an inch or two of 
intestine, and in doing this the cyst wall ruptured, and about a pint ol 
straw-coloured fluid, slightly viscid, was evacuated. Multiple small 
papillary growths were seen on the base of this cyst, which was now 
found to be a loculus, probably the largest, of a multilocular cyst. This 
growth was choking the whole pelvis, and firmly fixed by dense adhesions 
to the contents and walls, which, together with the matted coils of intestine 
above, made the removal of any considerable part of the growth an 
impossibility. A piece of the cyst wall and a papillary growth were 
excised for microscopic examination. The cyst wall was then sewn up 
with catgut and the abdomen closed. The patient made a good immediate 
recovery. 

The microscopic examination of the small growth shows a_ simple 
papillary arrangement of cells, with marked myxomatous degeneration of 
the ends of many of the papillee. ‘There is no evidence of malignancy . 

The interest of this case lies in the prognosis. Kelly quotes several 
similar cases in which he had been unable to remove the tumours at 
operation, and the duration of life was about two years. 

My patient is at present undergoing a course of X-ray therapy, and 
her condition seems to show some improvement. The cedema of the 
lower limbs has gone, her periods have returned, and she is able to enjoy 
an easy life. The abdominal swelling is, however, only very slightly 
reduced. 

My reason for reporting this case is that I thing it unusual to meet 
with such numerous and dense adhesions in cases of ovarian papillary 
cyst-adenomata. I should be glad to hear if members have had similat 
cases, and what line of treatment they have adopted, and with what success. 
Personally I felt that to persist in enucleation would have certainly led 
to the death of the patient. 


The President said in his experience that it was rare to find such 
dense adhesions in these cases. He asked if there was any history 
suggesting previous infection of the ovaries, suggesting that the adhesions 
may have been present round ovaries attacked by the growth. 

He was doubtful as to the prognosis in these cases. He had recently 
seen a case on which he operated four years ago, in which the peritoneum 
was studded all over with small growths. She had had X-ray treatment. 
She had returned with two small recurrences apparently in the abdominal 
wall. 

Professor MILES Puiiirs agreed with the President. 


Professor DouGaL recalled a case on which he had operated and from 
whom Dr. Leith Murray had removed with difficulty a papilliferous cyst 
five years previously. He succeeded with great difficulty in removing 
another papilliferous cyst and the uterus, with good results. 


Miss NICHOLSON said that the growth was apparently quite simple. 
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There was no history of previous infection. She considered she would 
have killed the patient if she had persisted in removal of the tumour. 

Professor D. DouGaL (Manchester) read a paper on 

A REVIEW OF 100 CASES OF ECTOPIC PREGNANCY. 

He said that he had operated on 100 patients for ectopic pregnancy 
during the last seven and a half years. The number of operations per- 
formed was 105, as in five instances a second operation for a similar 
condition was carried out. He reviewed some of the main features, 
etiological, pathological and clinical. 


Pathological Anatomy. 

The pregnancy was situated in the Fallopian tube in 103 cases. In 
two cases of infected heematocele only the posterior fornix was opened. In 
the vast majority, pregnancy was early; in only two cases had the foetus 
reached two month’s development. In 94 cases tubal mole was present 
in 76.5 per cent., and no mole in 23.6 per cent. The pregnancy was on 
the right side in 59 per cent., and on the left side in 41 per cent. 

The terminations observed at the time of operation were as follows :— 

Tubal abortion —... 3 ar ee 52 per cent. 
»»  tupture ae ses ses “oe 3 
Unruptured oe ae oe As I 

In four cases it was impossible to give an opinion. Both rupture and 

abortion were noted in one case. 


Etological Factors. 

Age. 66 per cent. of cases occurred between ages of 26 and 35, the 
youngest was 21, and the oldest was 43 years of age. 

Duration of married life. The greatest number of cases occurred during 
the first five, but a large proportion occurred during the second five years 
of married life. In eight cases the patients had been married one year 
or less—only seven weeks—and in every one of these the ectopic was 
the first pregnancy. Evidence of pelvic infection was noted in only one 
of these cases. 

Number of previous uterine pregnancies. Nearly one-third had never 
had a previous uterine pregnancy. 

Interval between the last uterine pregnancy and the operation for 
ectopic gestation. Given that the normal interval between successive 
pregnancies be not more than three years, the interval was unduly long 
in 55 per cent., and exceeding five years in 31 per cent. The shortest 
interval was seven months in one case. 

The frequency of gross lesions of the pelvic organs in association with 
tubal pregnancy. The chief predisposing cause of extra uterine pregnancy 
is undoubtedly a previous pelvic infection which so damages the Fallopian 
tubes as to obstruct or delay the passage of the fertilised ovum to the 
uterine cavity. Developmental abnormalities, and distortion of the 
Fallopian tubes may have a similar result, but occur less frequently. In 
certain cases, as in gonococcal cases, evidence of old infection can only be 
seen microscopically in the mucosa of the Fallopian tubes. In this series 
old-standing adhesions were present in 50 per cefit. of cases. The opposite 
Fallopian tube was converted into a hydrosalpinx in seven cases, and a 
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pyosalpinx in one case. The only developmental abnormality met with 
in this series was a bicornute uterus. The pregnancy was situated in the 
right Fallopian tube, and terminated by abortion. Fibroids were seen 
in two cases. 

Symptoms and clinical types. Diagnosis rests on a symptom complex 
which includes one or more of three cardical symptoms, amenorrhcea, 
irregular uterine hemorrhage, and abdominal pain. Pain on defeecation 
is also an important symptom. Shoulder pain is usually associated with 
ruptured Fallopian tubes where the peritoneal cavity is suddenly flooded 
with blood. 


Amenorrhcea ee ee oes as fee 72 per cent. 

Irregular uterine haemorrhage... ve oe OF re 

Abdominal pain ... aa ae ne ae OF 5s a 
Irregular uterine hemorrhage is associated with separation of uterine 
decidua, but not entirely, as it may persist after complete expulsion of 
decidua or curettage, and may then be due to presence of living chorionic 
villi. Abdominal pain generally sufficient to indicate to the patient that 
something is wrong, may be lancinating, colicky, or diffuse. Site of pain 
generally indicates the site of the pregnancy. Amenorrhcea, uterine 
hemorrhage and abdominal pain were present together in 64 per cent. of 
cases, bleeding and abdominal pain together in 24 per cent. Amenorrhoea 
and abdominal pain were found in about four per cent., amenorrhoea and 
bleeding in three per cent., and pain alone in three per cent. 

Cases may be divided into three groups or clinical types :— 

1. Cases in which the ovum remains in the Fallopian tube, and there 
has been little or no haemorrhage into the abdomen; 14 cases in this series, 
or 13 per cent. 

2. Cases in which rupture or abortion has recurred with diffuse 
intraperitoneal hemorrhage ; 29 cases, or 27.6 per cent. 

3. Cases in which rupture or abortion has taken place with gradual 
or repeated haemorrhage into the abdomen ; 62 cases, or 60 per cent. 
Treatment. 

Treatment is surgical, and the sooner the better. It is impossible to 
foretell when another, and possibly fatal, haemorrhage will occur. 

In the very severe cases where patient is pulseless, and profoundly 
shocked, operation may be delayed for a time while treatment is directed 
to the shock. When and if the condition of shock is relieved, operation 
should be undertaken immediately. 

Prognosis and After History. 

Prognosis is good, and is better the earlier the operation can be 
performed. There is no disease of parallel severity where the response 
to prompt surgical treatment is so rapid and so satisfactory. There were 
no deaths in this series. 

Subsequent Pregnancies. 
In this series in patients traced who had been operated on before a 
period of six months ago the results were as follows :— 
Subsequent uterine pregnancies _... €- 46 per cent. 
3 ectopic i es mre Eo su 
No subsequent pregnancy... ae uh 41 


” ” 
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The prognosis as regard subsequent uterine pregnancy is fairly good, but 
there is a serious risk of the patient getting a second ectopic pregnancy. 
In this series seven patients had two ectopic pregnances, five of the 
paticnts having had both operations performed by the author. 


In DISCUSSION. 

Dr. Lacry asked if there was any history of infections in the puerperium 
in these cases. He considered that shoulder pain was usuaily complained 
of in these cases. 

Dr. KING considered that rectal pain was more common than shoulder 
pain. He strongly advised waiting in the very severe cases till the 
accompanying shock had been treated. He did not regard the other 
cases as urgent. 

Dr. LeirH Murray had recently examined his series of cases numbering 
112. He found them more common the right side (67) than on the left (45). 
He did not agree with Professor Dougal as to the terminations. In his 
series the intratubal ruptures greatly exceeded the tubal ruptures. 

Intratubal rupture including mole abortion ... a 105 

Primary peritoneal rupture nde Ae we a I 

Secondary peritoneal rupture 

Intraligamentary rupture 
He agreed that in the majority of cases there was evidence of pelvic 
disease, or a history of antecedant infection. He was of opinion that 
disease of the appendix might be a common predisposing factor, account- 
ing in the first place for the preponderance of cases of tubal pregnancy on 
the right side. In these cases he had removed numbers of apparently normal 
appendices, and microscopically found them diseased. In his series a 
history of amenorrhcea was less often elicited, and pain was not so marked 
a feature. 

Dr. Crort said in his experience amenorrhcea was not so marked a 
symptom, and pain was generally in the abdomen. In some cases it was 
situated elsewhere than over the lesion. 

Dr. A. A. GeMMELL asked if there was any evidence of an increased 
number of abortions antedating these ectopic pregnancies, as in Germany 
it had been thought that ectopic pregnancies had increased with the 
increase in criminal abortion during the war. 

Mr. St. GEORGE WILSON asked if in any of the severe cases transfusion 
with the patient’s own blood had been carried out. He had recently done 
this in a case of uterine rupture, with satisfactory results. 

Mr. W. GouGH agreed as to early operation. 

Professor Mites PHILLips had recently collected 150 cases with three 
deaths. As regards the etiology, he was of opinion that in a number 
of cases, ovarian disease or disfunction was a factor. 

The PRESIDENT remarked on the preponderance of ruptures over 
tubal abortions and agreed with Dr. Leith Murray that in his experience 
it was the reverse. He had operated on cases with normal Fallopian tubes 
but cystic ovaries, and considered ovarian disease as a factor in the etiology. 

In reply, Professor DouGaL said that he had no complete details of 
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previous puerperal infection, but he had details of cases with previous 
abortions, that he did not agree with delay in operation in any type of 
case, and that the symptoms in unruptured cases were quite definite. He 
agreed as to the large number of cases of ectopic pregnancy ou the right 
side. He had operated on cases from whom the appendix had been 
removed previously. In some cases it was difficult to decide whether 
there was rupture of a Fallopian tube or an abortion. He had not tried 
transfusing the patient with her own blood. He thought that the ovaries 
might sometimes be at fault. 


THE MIDLAND OBSTETRICAL AND GYNASCOLOGICAL SOCIETY. 
A Meeting of this Society was held at the Derbyshire Royal Infirmary, 
Derby, on December 14th, 1926, Mr. FURNEAUX JORDAN (Birmingham), the 
President, in the Chair. 
Dr. C. D. Locurang (Derby) reported : 
A Cask OF DysTOCcIA DUE TO A LARGE PLACENTA. 

The patient was an viii-para: all children full-time and healthy: no 
miscatriages. Dr. Lochrane saw the case in consultation on June ist, 1925, 
when he found the head of the foetus born, but the trunk could not be 
delivered on account of a firm irregular mass obstructing the upper half 
of the pelvis. Previously there had been slight ante-partum heemorrhage 
and although the pains had been strong, the head had only descended to 
its present position after this mass had been pushed aside. As moderate 
traction failed to achieve progress in delivery, the patient was deeply 
anesthetized with chloroform and morphine, and alter considerable difficulty 
the mass was pushed up and manipulated above the brim of the pelvis. This 
allowed the shoulders and the remainder of a well-developed 10 Ib. foetus to 
be delivered without great difficulty. The foetus showed no cedema, or other 
external abnormality. Half an hour later, a huge thick solid placenta, 
not markedly cedematus, but weighing three pounds three ounces, was 
delivered. Microscopically, the placental tissue was unduly dense in 
consistence : no spirochetes found. 

Dystocia from this cause, said Dr. Lochrane, must be very rare: he, 
personally, had never heard of another case. The clinical and pathological 
picture did not support the view that cedema from albuminuria was a pre- 
dominating factor in the production of this huge organ, neither was there 
any suggestion of syphilis, although, unfortunately, a Wassermann reaction 
had not been performed. 

Dr. LOcHRANE also reported a case of : 

DyYSTOCIA DUE TO SACCULATION OF THE GRAVID UTERUS. 

The patient, a primipara, aged 23, was admitted to the Derbyshire 
Hospital for Women, on March 7th, 1926, with a history of having 
been in labour 40 hours. On admission, temperature 98.6, pulse 86. 
General condition good. Examination showed the uterus unduly promi- 
nent, and in state approximating to a tonic contraction: presentation 
breech : foetal heart 114. Per vaginam: os two fingers and displaced 
upwards: cystic mass size of Jaffa orange and continuous with uterus, 
occupied pouch of Douglas. An alternative diagnosis of either ‘Soft 
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fibroid of lower pole of uterus’? or ‘fA non-pregnant horn of a bicornute 
uterus’? obstructing labour was made. 

At the Caesarean section which was performed immediately the lower 
uterine segment was found stretched over the lower pole of the foetus, which, 
being removed, allowed the elevation of the uterus including the intra-pelvic 
portion. This latter was non-adherent, and easily released, being held down 
by a prominent sacral promontory. The appearance of the uterus at this 
stage was bicornute, the left cornu which contained the placenta was 
found to be that portion of the uterus which was incarcerated in the pelvis. 
After manipulating the organ to secure good contraction, the dividing ridge 
gradually disappeared and all trace of the bicornute appearance was lost 
before the abdomen was closed. 

Dr. Lochrane remarked that in this case it was the rather less distensible 
part of the uterine wall comprising the site of placental attachment which 
had been incarcerated (or sacculated). Without being able to give any 
figures he was under the impression that a similar observation had been 
made by others, and this suggested one possible explanation of this form 
of partial incarceration of the uterus. 

Dr. LAVELLE described : 

A CASE OF RUPTURE OF THE BLADDER FOLLOWED BY A VESICO-VAGINAIL FISTULA. 


The patient, age 34,-il-para, of 32 weeks gestation, was admitted to 
hospital on December 31st, 1925, following an unsuccessful delivery with 
forceps. An examination revealed laceration of the vaginal walls with 
evidence of injury to the bladder as two ounces of blood were drawn off by 
catheter. A large hydrocephalic head, partially fixed in the brim, was 
palpated and after performing craniotomy the foetus was easily delivered. 
Following the operation the patient suffered from incontinence of urine, 
diarrhoea and signs of lower abdominal peritonitis, accompanied by a pelvic 
swelling. The temperature remained normal until the 17th day alter 
admission. On the 21st day the swelling, which had then reached to the 
level of the umbilicus, disappeared, following the discharge of four to 
five pints of foul-smelling pus per vaginam. 

Except for incontinence of urine the patient made an uninterrupted 
recovery. She was re-admitted a month ago, when a vesico-vaginal fistula 
three-quarters of an inch from the cervix was closed. The abdominal 
swelling, said Dr. Lavelle, was undoubtedly due to an extra peritoneal 
extravasation of urine, and it is interesting that this should take place in 
the presence of a vesico-vaginal opening. He thought that the fistula 
dated from the sudden discharge of pus, and that the incontinence previous 
to this was due to sphincteric failure. 

Dr. LAVELLE also described : 

A CASE OF INVERSION OF UTERUS. 

Mis. H., aged 31, was admitted to hospital on August 15th, 1926, 37 hours 
after delivery with complete inversion of the uterus. History of one previous 
plegnancy, twins associated with albumin and an adherent placenta. In 
the present labour, first and second stages normal; the third stage, placenta 
adherent and manually removed. Under light chloroform anzesthesia an 
attempt was made to reduce the inversion, but this was discontinued owing 
to the poor condition of the patient. For this cause no further attempt at 
reduction was made until August 18th four and a half days alter delivery— 
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when, under morphine and deep chloroform anzesthesia, the uterus was 
replaced after fifty minutes hard work. The uterus and vagina were packed 
with gauze which was removed after eight hours. Convalescence uneventful. 


Dr. ASHLEY reported two cases :— 


(1) RUPTURE OF THE LOWER UTERINE SEGMENT DURING CAiSAREAN SECTION. 
The patient, aged 20, I-para, was a small woman with contracted pelvis : 
true conjugate 34 inches. First labour instrumental and resulted in a still- 
birth. A trial of labour was given but owing to primary uterine inertia, 
Cesarean section was performed. The incision in the abdominal wall was 
six inches long, one third above the umbilicus: corresponding incision 
through the uterine wall. Presentation breech : on introduction of operator’s 
hand, the lower uterine segment tore downwards to the left to the lower part 
of the pelvis. After delivery of the child and placenta, the tear, which had 
fairly straight edges, was carefully sutured and the remainder of the 
wound closed. Apart from a rise of temperature to 102°F. on the evening 
of the se-ond day, convalescence was uneventful. 


(2) A Cask FoR DIAGNOSIS “FITS DURING PREGNANCY.” 

Mrs. K., age 34, iii-para, six and a half months pregnant, was sent to 
the Nightingale Home, Derby, as an eclamptic. Just previous to admission 
she had eight fits in rapid succession, similar to those of eclampsia. There 
was a history of a stroke during the last puerperium, and three fits in 
February, 1926. On admission the patient was noisy, restless and restive, as 
from cerebral irritation : an old-standing right-sided hemiplegia was present. 
The urine contained 0.5 per cent of albumin and there was no cedema. 
Unfortunately, the Wassermann reacton was not performed. The patient 
made a good recovery, but had a miscarriage a fortnight later. 

A discussion on the cases reported took place, in which the President, 
Mr. Purslow, Mr. Maslem Jones, Mr. Webber and Mr. Danby took part. 


The Third General Meeting of the Society was held at the Medical 
Institute, Birmingham, on February 8th, the President, Mr. FURNEAUX 
, § ) J 
JORDAN, in the Chair, when a Joint Discussion took place on 


HEART DISEASE AND PREGNANCY. 


Dr. J. G. EMANUEL, in opening the discussion, first dealt with the 
great diversity of opinion as to the seriousness of Heart Disease in 
Pregnancy. Various authors quoting a mortality rate varying from 
three per cent. to over 60 per cent. The only form of heart disease likely to 
affect cardiac efficiency during the child bearing age was rheumatic heart 
disease, and mitral stenosis, with or without aortic disease, was the 
commonest form. The incidence of rheumatic heart disease in pregnant 
women was roughly one per cent. The cardiac output in c.c. per minute 
during pregnancy had been found by experiments in animals to be 
increased by one third to half the output before pregnancy, and while, the 
reserve power of the normal heart was able to meet this extra load, the 
damaged heart was liable to fail under this increased burden. There was 
no evidence of hypertrophy of the heart or of increased blood pressure 
during normal pregnancy. 
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Even were it possible to estimate mathematically the reserve power 
of the heart by exercise tolerance tests, this alone would not enable us to 
prognose the effect of pregnancy on a damaged heart. Such estimate woula 
only give a measure of the mechanical strain the heart was able to stand, 
whereas cardiac failure might also be brought about by certain unpre- 
dictable factors, e.g., (1) an intercurrent infection, like a common cold, 
influenza or recent endocarditis; (2) the onset of auricular fibrillation , 
(3) the occurrence of embolism ; (4) difficult labour ; (5) puerperal infection ; 
(6) the toxeemias of pregnancy. 

Rhythm and the size of the heart were the most important guides 1n 
prognosis. Sinus arrhythmia and extra-systoles were of no importance, 
but auricular fibrillation was a bar to pregnancy. If the heart was not 
enlarged the risk of mitral disease was small, but the risk increased with 
the degree of enlargement of the heart; and these facts were well 
supported by the statistics of the late Dr. G. H. Hunt in the Guy’s 
Hospital Reports for April 1926. 

While it is difficult to say in what cases of heart disease pregnancy is 
comparatively safe, it must be clearly recognised that pregnancy and 
repeated pregnancies are possible without ill-effects in woman with rheu- 
matic heart disease. A woman with heart disease but no symptoms of 
diminished reserve power may be allowed to become pregnant, but once a 
woman with heart disease has shown objective evidence of cardiac failure, 
pregnancy must be avoided. 

If signs of cardiac failure supervene during pregnancy, the patient must 
be treated as a case of heart failure, and by the same methods as though 
non-pregnant. Cardiac failure may occur after delivery, showing that 
emptying of the uterus is uo treatment for a failing heart. When the 
cardiac failure has been successfully combated, then, and not till then, 
should interference with the pregnancy be considered, and this question 
will be greatly influenced by the date of pregnancy, the financial position 
of the patient, and her ability to carry out instructions. If the cardiac 
failure occurs early in pregnancy, induction of abortion is called for, but 
if it occurs in the later months, provided that strict supervision and suitable 
treatment be possible, the delivery of a living child by Czesarean section 
followed by sterilization should be aimed at. 


Dr. F. EpGr recalled the death of a woman with mitral stenosis during 
the second stage of labour which he reported in 1890. In those days, 
Ceesarean section and induction of premature labour were comparatively 
risky procedures, and the method then employed in heart disease was to 
evacuate the uterus in the early months or to help labour by forceps or 
version under an anesthetic in the later months of pregnancy. That the 
heart was adversely affected by pregnancy was especially shown by the 
congestion at the bases of the lungs, the oedema of the limbs, and the 
varicosity of the veins. In a case of heart disease with an evident defect 
in compensation the patient should be advised against marriage; if she 
was inarried contraceptive measures might be legitimately ordered and 
taught. When pregnancy occurred with a defective cardiac condition the 
simplest means of combining evacuation and sterilization was the perfor- 
mance of subtotal hysterectomy with preservation of the ovaries. This 
method leaves the patient assured against pregnancy, and enables the con- 
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tinuance of happy married life. At this stage it was an easy and 
uncomplicated operation. 

During the later months as soon as the child is viable Caesarean section 
under a general or spinal anzesthetic is to be performed. Induction of pre- 
mature labour is not advisable in these cardiac conditions unless it be in 
the most favourable cases. 

It is clearly seen from this discussion that a competent cardiologist 
should have charge of these cases, and on his direction the obstetrician 
should act according to the duration of the pregnancy. 

Mr. CHRISTOPHER MARTIN congratulated the Council on arranging for 
this joint discussion by Physicians and Obstetricians on ‘‘Heart Diseases 
complicated with Pregnancy.” 

Following Dr. Emanuel’s lead, let us confine (for the purpose of this 
debate) the term ‘“‘heart disease’? to organic disease of the heart. Even 
then the subject is a big one and raises many iuteresting points. I shall 
not presume to discuss the purely medical questions. I shall not venture 
to dogmatise on such themes as ‘‘auricular fibrillation,” “auricular flutter,”’ 
the displacement of the heart in pregnancy, the cardiac out-put, the volume 
of blood, or the blood pressure as affected by pregnancy. These are topics 
which I leave to the Physicians; there are, however, three or four purely 
obstetrical matters about which I should like to state my personal views. 

1. Should a woman with organic heart disease (with good compensation) 
be allowed to run the risk of pregnancy ?. 

This is a question we are not infrequently asked, and we must be 
prepared to answer it. Speaking for myself, I feel the danger of failure 
of compensation is so serious, that in most cases I should say ‘‘No.”’ Let 
her be told the danger; then, if she decides to run the risk, it is her 
responsibility. If ever it is justifiable to advise methods of contraception, 
it is in such cases as these. We know that many cases of V.D.H. go 
through pregnancy and labour without coming to grief. But we can never 
be sure. It is like skating over thin ice: it may bear you safely across 
or it may let you in. It is better to go round another way and not risk 
a disaster. 


2. How should we deal with patients, the subjects of definite organic 
heart disease in the first half of pregnancy? 

Here we have to decide whether we should allow the pregnancy to 
proceed or not. We must bear in mind that whilst there may be no signs 
at present of compensation breaking down, we cannot answer for the latte1 
half of pregnancy. Some cases go through the whole course of pregnancy 
and the strain of labour without any difficulty, but the majority of cases 
that I have seen did not. If there be commencing failure, we ought to 
interfere. If there be no such signs, we may wait and ‘‘stand by,” 
treating the case medically, and watching for danger signals. But 
remember these signals may come on without warning, and our inter- 
ference may be too late. Moreover, it must be borne in mind that the more 
advanced the pregnancy is, the more risky it is to interfere with it; and 
it is less risky to do so before failure of compensation than after. 


“i 


3. How should we deal with cases of organic heart disease in the latter 
half of pregnancy ? 
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When we are called to such cases, our action must depend on the 
patient’s condition. If compensation is failing, we ought not to wait 
loug before interfering. If it is good, then we are justified in waiting till 
near term in order to give the child a fair chance for its life. 


METHODS OF TERMINATING PREGNANCY. 

(a) In the first half of pregnancy (up to 4} months) abortion is best 
induced by inserting one or two solid rubber bougies into the uterus. They 
are about the diameter of a lead pencil. They are much better and safer 
to use than the gum elastic catheter often advised, as they can be boiled. 
No anesthetic is required. The vagina is cleansed, disinfected with 
tincture of iodine, the cervix drawn down with vulsella, and the perineum 
pulled back with a speculum. It is now easy to insert the bougie without 
letting it touch any part of the vaginal wall. I usually insert one four or 
five inches into the uterus, and try to pass it between the ovum and the 
uterine wall without rupturing the membranes. In from 24 to 48 hours, 
as a rule, the uterus empties itself. In some cases, the case may have to 
be assisted with ovum forceps and the flushing curette. 

(b) In the latter half of pregnancy labour may be induced by inserting 
similar but larger solid rubber bougies, about half au inch in diameter. 
These are sterilised by boiling, and inserted by the same method as the 
smaller ones. It is sometimes necessary first to dilate the cervix with 
metal dilators (modified Hegar’s dilators) in order to insert the rubbei 
bougie. 

(c) After the eighth month where there is a good prospect of the child 
surviving, the best treatment is Caesarean section, performed for choice 
under spinal anzesthesia. 

What about the woman with compensated organic heart disease, who has 
safely gone through a labour at or near the full time? Ought we to let 
her run the risk a second time? I think not. She should be advised to 
avoid a second pregnancy. If we do a Cesarean section, we ought to 
tic her Fallopian tubes to prevent any further conception. 

Dr. WILKINSON (Birmingham) said that the subject under discussion 
is both wide and difficult, and he proposed to adopt this method of enquiry : 
(1) What cardiac conditions make pregnancy inadmissable?, (2) When a 
woman with heart disease becomes pregnant, what are we to do?, (3) What 
is the effect of pregnancy on a diseased heart? To uone of these questions 
can a complete answer be given, but his personal experiences suggest the 
following : We are dealing entirely with women between the ages of 20 
and 45, and the heart disease from which they are suffering is the result 
of rheumatism. The commonest valvular lesion is mitral stenosis which 
results from prolonged rheumatic infection and is often associated with 
damage of the heart muscle and kidneys. 

There are certain obvious rules. No woman who has once had heart 
failure should risk pregnancy. No woman with auricular fibrillation or 
heart block, or history of rheumatism, or considerable cardiac enlargement 
(with or without valvular disease) should be allowed to become pregnant. 
On the other hand, valvular disease of the heart does not invariably 
forbid pregnancy, and under the following conditions, pregnancy is 
admissable : (a) When the damaged valve is in a stationary condition 





Reports of Societies 75 


and of long standing. (b) If the response of the heart is good. (c) If there 
is little or no enlargement. (d) If the exciteability of the heart is not 
raised, and (e) the rhythm is normal. 

In aortic regurgitation where the arterial pressures are approximately 
normal, and in mitral stenosis if the presystolic murmur is short, the 
pulse volume good, and there is no enlargement of the liver or cedema 
of the lungs. 

Under question (2) the social condition of the mother must have the 
greatest bearing upon our decision. A woman in good circumstances can 
rest and adopt the treatment advised where her poorer neighbour is unable 
to do so. 

The first child is often the most difficult, both during pregnancy and 
at labour, yet is the most desired. The risk of the child is greatly increased 
by heart failure in the mother and the risk to the mother is not only 
increased by pregnancy, but also by the care of the child which is 
necessary and which is the mother’s duty, at least among the poorer 
classes, for a year or more alter birth. These cases should be seen as early 
as possible. Diagnosis should be made early and a settled opinion arrivea 
at as to the treatment which is to be adopted. When the heart has failed, 
the failure must be treated first and then the pregnancy. He is entirely 
in favour of delivery by Cresarean section because a short ancesthetic 
adds little to the danger, the fatigue of labour is avoided, plethora can be 
ininimised, sterilization is possible, and the time of operation can be 
accurately selected, thus avoiding the tedious last month of pregnancy. 

The heart has extra work to do during pregnancy. There is extra 
blood to be distributed throughout the body, and there are various dis- 
turbances which are normal in pregnancy. Sooner or later a woman 
without any heart disease shows some dyspnucea and a lessened physical 
sapacity for exercise. Often the presence of varicose veins or cedema 
suggest pelvic pressure and these signs are much more common and much 
more serious when there is defective cardiac reserve. 

Pregnancy is cumulative in its effects aud not only does the cardiac 
work increase but the metabolism of the whole body is increased as the 
gestation advances. Because of the raised diaphragm, respiration becomes 
less efficient, and there are the effects of labour. He was convinced that 
pregnancy had a harmful effect upon a damaged heart. In many cases it 
accelerates the final failure of the heart, while in all cases the heart after- 
wards is not quite so good as it was before. 

Mitral stenosis appears the most serious lesion, for he has seen eight 
deaths from acute pulmonary cedema in women with mitral stenosis. 
These all occurred during, or immediately after labour. 

Professor LAURENCE BALL said that when a woman with heart disease 
becomes pregnant we have to attempt to estimate the reserve power of the 
heart, and to consider whether it is adequate to meet the unusual stress 
which will shortly be imposed upon it. The medical question cannot be 
considered apart from the obstetrical; the probability or otherwise of an 
easy labour obviously has an important bearing; unfortunately both 
factors can only be roughly estimated. A single examination of the cir- 
culation in these cases is entirely unsatisfactory ; the heart requires careful 
supervision throughout the duration of pregnancy. We are to some 
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extent handicapped by inadequate knowledge of the physiological changes 
which occur in the circulatory organs during pregnancy and in labour. 
There is no doubt that during pregnancy for various reasons the heart is 
called upon to do extra work. There is thus normally a dyspnoea on 
effort in the later months. It is evident that when we estimate the reserve 
power of the heart early in pregnancy we must remember that the field 
of response to effort will be diminished later and that only a part of the 
reserve which we find at an early stage will be available to meet the stress 
of labour. 

In a large majority of cases heart disease occurring during the child- 
bearing period of life is of rheumatic origin. I have never met with the 
association of pregnancy with heart disease of purely vascular origin, 
arterio-sclerotic or syphilitic ; in cases of renal disease with cardiac enlarge- 
ment the renal element is more important than the cardiac from the 
obstetric point of view; irregularity of the heart due to extra systoles 
occurring apart from signs of organic disease would not interfere with a 
normal pregnancy and labour. I have seen a case of Graves’ disease in 
which all the symptoms including tachycardia became aggravated during 
pregnancy, and it was considered advisable to terminate the pregnancy at 
an early stage. In one case of paroxysmal tachycardia (of undetermined 
nature) the paroxysms were severe and prolonged ,and associated with 
crepitations at the bases of the lungs, and again it was considered advisable 
to terminate the pregnancy; recently, however, I have seen a woman 
who has suffered for over 20 years from paroxysmal tachycardia and has 
borne two children without difficulty. While such conditions as these are 
relatively rare, rheumatic disease is common and the most frequently 
occurring lesion is mitral stenosis. So varied is the clinical picture pre- 
sented by the rheumatic heart that it is difficult to formulate any general 
rules to guide us in prognosis. 

In each individual case we must attempt to estimate the reserve force 
of the heart, bearing in mind what the effects of the stress of the later 
months of pregnancy, of labour and the puerperim are likely to be. The 
significance of murmurs must be considered and the size of the heart 
noted, the pressure rhythm and rate of the pulse, the response of the 
patient to effort, the presence of cyanosis, cedema, albuminuria or swelling 
of the liver, and the occurrence of persisting crepitations at the bases of the 
lungs demand consideration. To illustrate the significance of our findings 
in these respects it is convenient to consider certain types of rheumatic 
heart disease, remembering that a given case may not fit exactly into any 
group. 

1. The systolic murmur of mitral regurgitation is present; cardiac 
enlargement is considerable; the cardiac rhythm is regular; there is no 
cyanosis; the patient’s response to effort is good. In such a case the 
pregnancy should proceed to a natural termination. 

2. The patient is usually young and preguant for the first time; she 
is often of poor general physical development and has suffered from 
repeated manifestations of rheumatic infection in childhood ; the murmur of 
mitral regurgitation is present but the heart is much enlarged, cyanosis 
is present, and the response to effort is poor. Pregnancy is dangerous 
in such a case. 
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3. The apical murmur is presystolic in time, with or without a systolic 
murmur; rhythm is regular, cardiac enlargement inconsiderable. cyanosis 
absent or minimal, and the response to effort good. The signs indicate an 
early stage of mitral stenosis, and such a patient may be expected to bear 
her child without harm. 

4. In a more advanced stage of mitral stenosis the patient is definitely 
cyanosed, there is dyspnoea on effort and evident cardiac enlargement. 
Ou auscultation at the apex in addition to a presystolic murmur there is 
a long diastolic rumble, and the second sound at the pulmonary area is 
accentuated. Such a patient frequently gives a history of haemoptysis, not 
in itself a serious matter; of much greater significance is the presence of 
persisting crepitations at the bases of the lungs, and especially so if 
associated with impairment of resonance and weakness of breath sounds. 

This is the group which presents the greatest difficulty. If such signs 
as those mentioned are present at an early stage of pregnancy I think 
termination of the pregnancy is always justifiable. Often, however, the 
serious symptoms only appear late in pregnancy. In determining the 
course of action at this stage, especially in the case of women of the 
working class who have usually been up and about until the time of 
adinission to hospital, in all but the urgent cases, it is useful to try the 
effect of rest in bed upon the symptoms. I have seen several patients 
in whom symptoms of serious cardiac failure have improved with rest in 
bed to such a degree as to allow of spontaneous labour or Czesarean section 
at or near term. The danger of allowing such cases to proceed to term 
lies in the risk of a rapid development of pulmonary cedema. Increasing 
cyanosis and an upward spread of crepitations from the bases of the lungs 
are ominous signs. 

5. Auricular fibrillation. From the obstetric point of view and as 
regards the immediate future of the patient, I have not observed any 
essential difference between those cases of mitral stenosis in which the 
heart fails with fibrillation and those in which it fails with a regular 
rhythm. If fibrillation is found early in pregnincy, generally the pregnancy 
should be terminated if it occurs late the alternatives previously mentioned 
are available. Possibly my experience is exceptional, but on the whole 
I am inclined to think that I have seen more favourable results in failure 
with fibrillation late in pregnancy than in failure with a regular rhythin 
on account, no doubt, of the better response to digitalis. 

I have known a number of such patients who have responded well 
to digitalis and have been delivered naturally of living children, and a 
larger number who have been submitted successfully to Ccesarean section. 
The essential thing is to maintain a full digitalis effect. 

(6) Of the association with pregnancy with aortic regurgitation I have 
met with three cases. In all these mitral lesions were present as well, 
and in two the mitral lesion appeared to be more important; in none of 
them was the pregnancy allowed to proceed. In the more definitely aortic 
case there was great dyspnoea and the character of the pulse and size of 
the heart pointed to a severe incompetence; this patient did not long 
survive the evacuation of the uterus. 

The termination of the pregnancy in these cardiac patients does not 
leave the heart as it was before conception. Prolonged rest and continued 


0 
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medical treatment are required and there is great tendency for permanent 
impairment to remain. I have known patients often come through the 
delivery well only to break down again on the premature resumption of 
household duties. 

The President, Mr. C. D. LOCHRANE and Dr. Ports also took part in 
the discussion. 


EDINBURGH OBSTETRICAL, SOCIETY. 


A meeting of the Edinburgh Obstetrical Society was held on January r2th 
1927, the President, Professor R. W. JOHNSTONE, being in the Chair. 

Dr. JAMES YOUNG read a paper entitled : 

RECURRENT PREGNANCY TOX4iMIA AND Its RELATION TO PLACENTAT, DAMAGE. 

In 1914 he had brought before the Society evidence for the view that the 
eclamptic phenomenon was caused by the absorption of the toxic elements 
rapidly elaborated in a mass of dying placenta. Since then it had been 
shown in other connexions that extremely toxic materials, e.g., histamine, 
tyramine, might be produced from disintegrating tissue. He had at that 
time described the placental lesion and, as Strachan has shown recently, 
his general views had since been confirmed by Clamenz, M’Nalley and 
Dieckmann, Adair, Soli and others. The assault on the placenta was of such 
a kind that if operating over a considerable area it might cause immediate 
ending of pregnancy by abortion, premature labour, accidental haemorrhage, 
etc.,without toxeemia, but where the damage was less marked it might be 
consistent with continued life of the foetus, and, therefore, with the time 
necessary for the development of the toxic elements responsible for the 
eclamptic attack. Such a view was in harmony with the well-known facts 
that no essential part of the eclamptic process was direct damage to the 
foetus, the life of which might be unarmed even in the most fulminating 
case, and that, on the other hand, a severe eclampsia might suddenly 
subside after the intra-uterine death of the foetus and the consequent 
complete detachment of the placenta. 

Dr. Young brought forward new evidence derived from a study of 220 
successive cases of toxeemia and accidental hemorrhage in parous women 
in the Edinburgh Royal Maternity Hospital.It was found that in eclamptic 
cases there was a recurrence of eclampsia or non-convulsive toxeemia in 
over 30 per cent. This was clearly an underestimate because it did not 
allow for those cases in which the toxcemia occurring in the last pregnancy. 
for which the patient was admitted to hospital, was the first of a recurring 
sequence. In addition, there was in eclamptic cases in a 4o per cent. degree, 
a tendency to the occurrence in successive pregnancies of abortion, premature 
labour, accidental haemorrhage or still-birth. Examples of this sequence 
were : —Case 1. Pregnancies, (1) premature, (2) eclampsia, (3) eclampsia. 
Case 2. (1) abortion, (2) eclampsia, (3) eclampsia. Case 3. (1) abortion, 
(2) abortion. (3) eclampsia. Case 4. (1 to 7) normal, (8 to 10) abortion, 
(11) eclampsia. In other words, the morbid process resident in the patient and 
damaging the successive pregnancies might be “primary”? or ‘‘acquired.” 
In many of the damaged pregnancies of the sequence there was no toxaemia,. 
Thus, Case 1. Pregnancies (1 and 2) normal, (3) premature, still-birth, 
no toxemia, (4) eclampsia. Case 2. Pregnancies (1) normal, (2) premature, 
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(3) normal, (4) still-birth, no toxemia, (5) premature, no tox@mia, (6) 
eclampsia. , 

It had long been known that the same absence of toxcemia occurred in 
many cases of accidental heemorrhage. Toxzemia was present in only about 
49 or 50 per cent. and, even in patients who died as the result of the 
heemorrhage, there might be no evidence of toxic changes in the liver, 
kidney, etc. The toxzemia was an accident and was apt to be intense in 
cases of ‘‘concealed heemorrhage,”’ i.e., in cases where the damaged placentn 
was retained within the uterus. 

Dr. Young showed that the same abortion—premature birth— toxemia 
sequence occurred in this condition. Thus, Case 1. Pregnancies, (1) normal, 
(2) abortion, (3) accidental heemorrhage. Case 2. (1) normal, (2) accidental 
hzemorrhage, tox@mia, (3) abortion, no tox@mia, (4) accidental hemorrhage, 
no toxemia. The sequence was found in 18 out of 55 cases, or 32 per cent. 

Dr. Young believed that the data indicated that the causes of eclampsia 
and the related toxcemia of pregnancy were to be found amongst the causes 
of abortion and premature birth, which operated by means of placental 
damage. Toxemia was an accident occurring only in those cases in which 
after the placenta was damaged, the abortion or premature birth did not 
take place soon enough or quickly enough. 

Dr. Young stated, further, that the recognition of the high incidence of 
recurrence in true eclamptic toxemia, and in eclamptic cases, of the 
considerable tendency to recurring abortion, premature labour, etc., made 
necessary a revision of our views regarding so-called ‘“‘nephritic’”? toxeemia. 
It was generally believed that there were two groups of late pregnancy 
toxzemia, the eclamptic on non-recurrent and the “‘nephritic” or recurrent. 
This distinction was now untenable. This statement did not, of course, 
apply to those comparatively few cases of kidney disease clearly acquired 
before pregnancy, from scarlet fever, etc., which were sharply marked off 
from the specific toxeemia in which the nephritis was secondary. Dr. Young 
believed there was now much evidence for the view that the late pregnancy 
toxceinias, whether eclamptic or ‘nephritic,’? had a similar origin in the 
diseased placenta, and that the kidney damage in such cases was secondary, 
and was often aggravated by successive toxic pregnancies. This was 
supported by his own investigations and by those of others which indicated 
that chronic nephritis might succeed even one eclamptie attack. 

Dr. DouGLAs MILLER then read a communication entitled : 
OccIPITO-POSTERIOR POSITION OF THE VERTEX : A STUDY OF 750 CASES, 
based on an analysis of 750 occipito-posterior cases, the majority of which 
had been delivered in the Edinburgh Royal Maternity Hospital. In all 
cases, except for the abnormal position, labour was uncomplicated by 
contracted pelvis or other major abnormalities, and comprised only those 
cases in which diagnosis of posterior position was made or confirmed during 

labour. 

The cases were classified into the following four groups : 

Group I. Spontaneous Rotation. Spontaneous rotation of the occiput 
to the front had occurred in 474, i.e., in rather more than 60 per cent. 
This figure probably underestimated the frequency of anterior rotation as 
the review necessarily omitted cases adinitted late in labour, in) which 
forward rotation of a primarily posterior position might have already 
occurred. Where anterior rotation occurred the average duration of labou 
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was greater than in primary anterior positions by two and three-quarter 
hours in primigravidee and by one and three-quarter hours in multiparee. 
In 51 cases forceps delivery was ultimately necessary because of foetal 
distress or rigidity of the pelvic floor. 

Group II. Spontaneous Delivery Face to Pubes. In 88 cases the child 
was born spontaneously face to pubes. In nine cases the infant was the 
second of twins. In the majority of the remainder the children were small 
or the vaginal orifice abnormally lax. 

Group III. In 48 cases (6.4 per cent.) the head was seriously delayed 
at the inlet of the pelvis. In approximately two-thirds of these, manual 
rotation of the head was carried out. This manoeuvre was, as a rule, 
followed by forceps extraction, although in many cases no further assistance 
was required. Rotation of the head was effected by means of forceps in 
five cases. Internal version was performed in 12 cases and gave much less 
satisfactory results. It was pointed out, however, that in the majority of 
cases, this operation was not one of election, but had been done as a last 
resort’ after labour had become seriously prolonged. Craniotomy was 
performed in two cases in which foetal death had already occurred. 

Group IV. In 140 cases arrest of the head with the occiput posterior 
occurred at a low level in the pelvis. Manual rotation followed by 
spontaneous or forceps delivery was the treatment adopted in rather more 
than half of these cases. In about twenty-five per cent., rotation was 
effected by forceps. Extraction of the child face to pubes was employed 
in a small number of cases of severe impaction : while in eight cases in 
which delivery of a living child was considered impossible, craniotomy was 
performed. 

These different methods of dealing with the persistent occipito-posterior 
were shortly discussed and it was shown that a comparison of the 
tabulated results was definitely unfavourable to forceps rotation. In 
emphasizing the importance of diagnosis, Dr. Miller pointed out that in 
the majority of cases it was possible to foresee at an early stage in labour, 
whether forward rotation was likely to occur or not, by careful abdominal 
and vaginal examination or by the cceurrence of such signs as were shown 
in the following table. 


No. of cases Termination. Spontaneous 
in Malrotation or forward 
which noted. Nonrotation. rotation. 





Karly rupture 
of membranes. 
Delayed engage- 
ment of the head. 
Fetal heart heard 
both in flank and in 
opposite anterior 
lower quadrant. 
Norm. engagt. and 
rupt. of membranes 
at or near full 
dilatation of os. 
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It was pointed out that dystocia was greatest and morbidity highest 
in the persistent posterior case in which assistance had been unduly delayed 
until serious impaction had occurred, and the suggestion was made that 
in the restricted group of cases in which clear indications of faulty flexion 
were present, rotation of the head and body of the child might with 
advantage be carried out at or near the commencement of the second stage 
of labour. This proposal of early interference did not in point of fact run 
counter to the policy of conservatism so generally applicable in the manage- 
ment of labour, for against a manceuvre which was comparatively simple 
and safe when done early, there had to be placed the high probability of 
formidable and difficult intervention after the mother had become exhausted 
by hours of suffering and fatigue and foetal life was at a low ebb. 


A Meeting of the Edinburgh Obstetrical Society was held on February 
oth, Prof. R. W. JOHNSTONE, the President, in the Chair. 

Dr. FARQUHAR Murray (Newcastle) read a paper based on his personal 
experiences on ‘Rupture and Inversion of the Uterus.”’ The subject of 
Rupture was first discussed and objection was taken to the terms ‘‘complete” 
and ‘‘incomplete” rupture, it being suggested that they should be replaced 
by ‘‘intra-’? and ‘‘extra-peritoneal”’ rupture. Dr. Murray thought that the 
chance of rupture of an old Cesarean section scar was greatly exaggerated, 
but should be kept in mind and the uterus in such a case should be spared 
all possible stress at a subsequent confinement. During the last five years 
Dr. Murray had performed or had records of 50 repeat sections and none 
showed evidence of imminent rupture, though on occasions the scar area 
was thinner than the surrounding tissue, but was in all cases tough and 
firm. If a scar should rupture or become thinned out at a future labour, 
it was advised that the wound edges should be excised before re-suture so 
that healthy muscles would be reached on both sides of the wound. The 
worst traumatic ruptures were considered to occur after versions performed 
when the uterus was tightly contracted and Bandl’s ring greatly in evidence. 
To avoid such a risk, perforation of the head followed by compression with 
the hand was advised before a careful version was performed, and thus the 
lower uterine segment would not be subjected to such a great strain. After 
a difficult version manual removal of the placenta was also recommended 
to diminish the risk of post-mortem hemorrhage, but principally in order 
to explore the uterus thoroughly and so detect any rent in its wall. Dr. 
Murray was surprised at the degree of trauma to the cervix caused by 
spontaneous deliveries even when as premature as the seventh month. 
Some of these lacerations spread up to the body of the uterus and cause 
repeated abortions; and premature labours. Curettage did not help the 
furtherance of pregnancy and cervical repair might have to be done. As 
the extent of the tear could not be definitely determined from below, and 
dissection from the vagina was apt to imperil the ureter and might teat 
into the uterine vessels, Dr. Murray described an abdominal operation for 
the efficient suture of the tear, which had proved satisfactory. 

With regard to Inversion of the Uterus, several cases were described 
and Dr. Murray had difficulty in accepting the usual explanations with 
regard to its causation, as he had noted how difficult it was to cause 
inversion of the uterus directly with the hands in a Cesarean section and 
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also how often a vigorous Credé was practised without untoward result. He 
thought that the arrangement of the uterine muscle played a definite part 
in the process, as in several Czesarean sections he had noted that the thick 
part of the uterus was the centre, whereas the upper part of the uterus 
was nearly as thin as the lower uterine segment. It would, therefore, 
be quite easy for the thin portion to be pushed, pulled or even spon- 
taneously invaginated and gripped by the thicker zone of the muscle. 

A communication was read by Dr. RatpH LopGeg on ‘‘Hydatidiform 
Mole,’”’ being a review of 37 cases which had been treated in the Royal 
Maternity Hospital or Royal Infirmary since 1922. With regard to cetiology 
a very large percentage—7o per cent.— of cases occurred in the third decade 
of lif: and only eight per cent. after 40 years. 30 per cent. occurred in 
primigravidee. The clinical features noted were principally those usually 
described, though a ‘“‘brownish discharge’ was frequently complained about. 
Severe vomiting was a common symptom and it was interesting to note 
that 50 per cent. had albumin in the urine. The Wassermann reaction was 
negative in all cases. As regards after history: 19 cases were followed 
up and only one developed chorionepithelioma. Dr. Lodge investigated 
the records of the various pathological laboratories in the city and found 
that in Edinburgh and the surrounding districts this disease was of 
extreme rarity, only six cases having been reported in nearly ten years. 
This being so, Dr. Lodge thought that immediate curettage after expulsion 
of a mole should not be indulged in as he showed by his statistics on 
treatment that this operation was most frequently followed by a morbid 
convalescence, whereas if any symptoms should warrant curettage and this 
was done at a later date, the morbidity was not nearly so great. Referring 
to treatment, statistics were given of the various methods and the results 
of each were compared. Taking these results into consideration it was 
found that the complications which were most common after expulsion 
were first and foremost, sepsis (46 per cent. having a morbid convalescence), 
then hemorrhage (eight per cent. having severe heemorrhage), develop- 
ment of chorionepithelioma (one case)—perforation of the uterus not 
occurring in the series. Vaginal hysterotomy proved to be a satisfactory 
operation and abdominal hysterotomy was also very useful on occasions, 
especially when the uterus was as large as a full-time pregnancy. 


A Meeting of the above Society was held on the goth March, the 
President, Professor R. W. JOHNSTONE, being in the Chair. 


Professor A. J. CLARK read a paper on: 


Do THE PHARMACOPOEAL PREPARATIONS OF ERGOT CONTAIN ANY ACTIVE 
PRINCIPLES ? 


Professor Clark explained that he had no new discoveries to bring 
forward, but wished to draw attention to certain well established facts. 
The history of ergot epidemics showed that ergot taken by mouth produced 
toxic effects. The frequency of abortion during epidemics of ergotism 
probably led to the use of ergot in therapeutics. 

The outstanding therapeutic action of ergot was as follows. The drug 
when given by the mouth during labour caused increased force and 
frequency of pains within twenty minutes, and the increased action was 
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so powerful as to be dangerous if there is any mechanical obstruction. 
This was an unusually straightforward and easily recognizable thera- 
peutic action. The active principles of ergot were unstable; indeed, the 
difficulty of obtaining reliable preparations of ergot was well known to 
Buchheim in 1859. It was, however, remarkable that there should be any 
doubt whether any given ergot preparation was active or inactive. 

The chemistry of ergot was for long a puzzle. In 1874, Tanret isolated 
the crystalline alkaloid ergotinine which proved to be inert, but in 1906, 
Barger and Carr isolated the alkaloid ergotoxine which produced all the 
typical pharmacological actions of ergot and proved to be the hydrate of 
ergotinine. In 1922, Stoll isolated another specific alkaloid, ergotamine. 
The pharmacological actions of ergotoxine and ergotamine appeared to be 
identical. In addition to the specific alkaloids, ergot contained a 
remarkable medley of break-down products of proteins. 

Tyramine and histamine, the amines derived respectively from the 
ainino-acids, tyrosine and histidine, were the two that had received most 
attention. These drugs produced remarkable pharmacological actions 
when given hypodermically, but had very little action when given by the 
mouth. The quantities present in ergot of these amines was too small 
for them to be of any importance when ergot was given by the mouth. 
The therapeutic action of ergot, therefore, depended entirely on the 
specific alkaloids of which it contained 0.1 to 0.2 per cent. 

In 1907, Barger and Dale pointed out that since ergotoxine was 
insoluble in water, the liquid extract of ergot could contain little or none 
of this active principle. In 1913, Carr and Dale criticised the pharma- 
copoeal preparations in detail and showed that they were all prepared in 
such a way as to lose nearly all the active principles. These criticisms 
were not affected by the discovery of the new alkaloid, ergotamine, for 
this had similar solubilities to ergotoxine. 

In 1923, the author made a series of tests on the pharmacopoeal 
preparations of ergot made from ergot of known activity and found that 
the processes of preparation involved the loss of 97 per cent. of the active 
principle in all cases except that of the ammoniated tincture in which 
one quarter of the active principle was retained. 

The properties of ergot alkaloids had been recognised in other countries, 
and most of the foreign pharmacopoeias contained rational methods for 
making ergot preparations. Curiously enough each revision of the B. P. 
since 1885 had made the ergot preparations, as a whole, worse than they 
were previously; since a new pharmacopoeia was likely to be prepared 
soon, the question was one of obvious practical importance. The problem 
before the meeting was as follows: Why was it that obstetricians had 
accepted and apparently had used without much complaint for thirty 
years, preparations of ergot which were found to be inert when judged 
by chemical and pharmacological tests ? 

Dr. F. A. E. Crew then read a paper on: 


THE HUMAN Sex Ratio, 


in which he stated that the secondary sex-ratio was nearly equality and 
seemed to constitute one of the many disharmonies which characterized 
the human. One male was, in the matter of gamete formation, the equiva- 
lent of many females, and if the propagation of the race were the chief 
function of the species, then it were better that the secondary sex-ratio 
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were low unless polygyny were customary. It would seem that the habit 
of producing offspring had no relation to the present social needs of 
mankind, and that it was a phylogenetic legacy, being the expression 
of a mechanism which served well enough when female elaborated as 
many ova as the male did sperms, but which had not been modified to 
fulfil the reproductive requirements of the present day. 

It was established that the male in the human was digametic, 
elaborating two kinds of sperm, one which fertilising an egg gave rise 
to a male, the other, fertilising an egg, to a female, and that the female 
elaborated in respect of the elements of the sex-determining mechanism, 
but one kind of egg. 

It could be shown that post-natally there was a significant sexually 
selective mortality, the sex-ratio at birth of 104 males; 100 females being 
reduced through this selective elimination of the male to one of 55 : 100 
in the 85 age group. It could be shown that the sex-ratio of still-birth 
was higher than that which obtained among living offspring and further, 
that pre-natally this sexually selective mortality still operated as was 
seen when the sex-ratio of abortions were examined. Among the earlier 
abortions there were far more males, and the nearer to conception, the 
higher was the sex-ratio. It could be inferred, then, that the primary sex- 
ratio, at the time of conception, was not less than 170 males :100 females. 
Far more males than females were conceived and far more perished pre- 
natally and natally, and thus a secondary sex-ratio of equality became 
established. 

It appeared that the male determining sperm were either produced in 
greater numbers or else, and more probably, that they were more efficient 
in fertilization than were the female determining sperm. 

Antenatal care and child welfare clinics would save the males. 


GLASGOW OBSTETRICAL AND GYNASCOLOGICAL SOCIETY. 

The second meeting of the Session was held on January 14th, 1925, 
Dr. ARCHIBALD N. McLELLAN, the President, in the Chair. 

After a demonstration of specimens : 


(1) Dr. R. A. LENNIE described Pregnancy and Labour in a Double 
Uterus. The particular uterine abnormality which he described is of interest 
in that it does not appear to correspond with any of the classical types. 
He first referred briefly to two varieties, viz., the uterus septus and the 
uterus pseudo-didelphys as the abnormality under discussion seems to be 
a combination of these. In the uterus septus or bilocularis there is a single 
body and cervix. The fundus is uniform in outline and the septum reaches 
from the centre of the fundus to the level of the external os, and in some 
instances is continued as a vaginal septum to the vulva. In the uterus 
pseudo-didelphys there are two distinct bodies or horns, and two cervices. 
The bodies diverge from one another, leaving a deep depression between, 
and there is a single Fallopian tube and ovary to each horn. The two 
cervices lie close together but they are usually, although not always, 
separated by a complete vaginal septum. 

In the present case the patient, a primigravida aged 43, first came to the 
ante-natal dispensary when she was fully eight months’ pregnant. On 
abdominal examination the fundus was found to be uniform in outline and 
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the child was lying in the first vertex position. On vaginal examination 
a complete vaginal septum was discovered. This septum lay in close 
apposition to the right wall of the vagina and could be seen by separating 
the labia. The cervices and fornices were duplicated and each os was closed 
and softened. The vertex was presenting over the left os and the head 
was partially engaged. The pelvis was normal. The patient was admitted 
to the ante-natal wards chiefly because she was an elderly primigravida and 
was suffering from albuminuria. A fortnight later she went into labour 
and within twelve hours she delivered herself spontaneously of a 6} Ib. 
child. During parturition the vaginal septum caused no delay. Rupture 
first occurred in the upper part and the whole structure was gradually 
severed. No intra-uterine examination was made at the time of labour. 
The puerperium was uneventful although the lochia were somewhat heavy 
for a few days. 

The patient was examined under anesthesia fourteen days later. On the 
anterior and posterior vaginal walls there were slight parallel ridges which 
corresponded with the attachments of the vaginal septum. The double 
cervices had disappeared and were replaced by a single one which was rather 
broad transversely. The cervical canal was sufficiently patent to allow 
the introduction of a finger into the cavity of the uterus. No septum could 
be felt in the cavity but a V-shaped ridge at the fundus suggested the 
remnants of such a structure. The septum may have disappeared during 
pregnancy or labour. The exploring finger could detect a hard nodular 
mass on the right wall, bulging somewhat into the cavity. On first 
impression this seemed to be a smaller horn of the uterus, the difference 
in size being accounted for by the fact that it had not been gravid. Dr. 
McLellan later examined the case and decided that the mass in question 
was a small fibroid tumour. 

This uterus, therefore, exhibits characteristics peculiar to both types 
of malformation which have been mentioned. During parturition the 
vaginal and cervical septa and subsidiary fornices were distroyed and in 
the process of repair the two cervices were fused into one. 


(2) Mr. Joun Hewitt described two cases which had been operated on 
by the president. (a) The first case was one in which there appeared to 
be a pregnancy in the right broad ligament. No trace of the right ovary 
was found at the operation, and though ovarian tissue was not found 
histologically in the wall of the sac, it was presumed that the pregnancy 
had commenced in the right ovary. The patient thought that she had 
gone beyond term. (b) The second case was one of pregnancy in the 
rudimentary horn of a double uterus. The woman had reached the ninth 
month of her fifth pregnancy. She was sent into hospital as a case of 
threatened eclampsia with very persistent vomiting. The uterine cavity 
was found to be quite small but a laparotomy showed a large gestation sac 
densely adherent to bowel. Closer investigation showed that the sac was 
in the rudimentary horn of the uterus, while the previous pregnancies had 
presumably occurred in the normal or larger half of the uterus. 


(3) Dr. JamEs HENDRY described a case of Threatened Rupture of the 
Uterus in a Septate Uterus at the end of Pregnancy. The patient had been 
admitted to hospital in the ninth month of her third pregnancy. There had 
been two previous difficult births, both transverse presentations, one child 
being still-born. While in hospital a day or two before the expected date 
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of her delivery, a dome-shaped thin-walled distention of the uterus appeared 
at its right upper cornu, and increased in size. Foetal parts could be felt 
through it very easily. In view of the risk of rupture, Caesarean section 
was performed and then a supra-vaginal hysterectomy carried out, owing 
to the great thinning of the uterine wali. The specimen showed that the 
uterus was of the septate or subseptate variety, the edge of the septum 
reaching down to the supra-vaginal cervix. The distension of the uterus 
had occurred in the right half of the uterus, while the left cornu appeared 
as a fibroid thickening on the left side. 


THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 

A Meeting of the Section of Obstetrics of the Royal Academy of 
Medicine in Ireland was held in the Royal College of Physicians on Friday, 
February 4th 1927, Dr. L. Cassipy in the Chair. 

Professor A. H. Davipson showed a case of Salpingo-vesical Fistula. 

Dr. B. SoLOMONS commented on the necessity for cystoscopy in this 
case. He thought the literature was small on the subject of bladder 
fistulee following tuberculous Fallopian tubes, and asked Dr. Davidson his 
authorities. It was wise to leave the uterus in situ: hysterectomy was only 
necessary when there was pyometra or when it made the operation easier 
to perform. Complete removal of-the Fallopian tubes should be carried 
out; he agreed that the ovary should be taken away when involved in the 
disease, but should be preserved when apparently healthy. The question 
of oophorectomy with hysterectomy had been raised, the concensous of 
opinion was that it made little difference. His practice was to remove the 
ovary when diseased, to leave it when healthy. 

The CHAIRMAN referring to the advisability of removing tumours, 
said that in this case there was no doubt that the right thing was to 
remove the tumour. Ii, however, the second Fallopian tube was not 
markedly involved, he doubted the wisdom of removing both Fallopian 
tubes in a young patient like Professor Davidson’s, a girl of 29 years of 
age. In cases of ordinary tubercular endometritis, curettage almost always 
brought about a cure. In many cases also he had found that by removing 
the ascitic fluid, the patient got perfectly well. He had recently had two 
cases of this sort, in one of which there had been a large cystic ovary and 
after removal of the fluid the patient was given X-ray treatment and 
recovered. In congratulating Professor Davidson on the result he had 
obtained in this case, he (The Chairman) said that he thought if Professor 
Davidson looked up the literature more fully, that he would find that three 
cases formed a very small portion of cases of this kind which were reported. 

Dr. D. J. CANNON referred to the conservative treatment of cases of 
tuberculosis of the Fallopian tubes, and also to the relationship between 
the uterus and the ovary, and said that he did not think there was as 
yet proof of the existence of a uterine hormone. If the uterus was 
removed, the blood supply to the ovaries was diminished, and therefore 
cystic degeneration of the ovary might occur. 


Mr. J. Gabe asked if the patient was febrile or afebrile. 
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Professor DAvipson, in reply, said that one of the cases to which he 
had referred was from the Johns Hopkins Hospital, one was a French 
case, and the other had been reported in the Journal of the American 
Medical Association. Referring to the conservation of the uterus and the 
ovaries, or of either, he mentioned a book recently published by Bourne 
in which it was stated that if the ovaries were left and the uterus removed, 
the ovaries would only be good for five years, and that if possible the 
uterus should be conserved in cases of tuberculosis. In the case he had 
described, the second Fallopian tube had been involved, and could not 
possibly have been any further use. There was no doubt that when the 
uterus was removed, the blood supply to the ovaries was interfered with. 
The patient had been afebrile. 


THE MASTER OF THE ROTUNDA HOSPITAL read notes on 


EPISTAXIS AS A SYMPTOM OF TOXAMIA OF PREGNANCY. 

Having mentioned engorgement of the cavernous tissue of the nose as 
a symptom of pregnancy, aud the rarity of epistaxis as a symptom oi 
toxeemia, he reported the case of a primigravida 26 weeks pregnant, who 
came to the Rotunda Hospital with all the symptoms of toxemia; these 
cleared to some extent, but three weeks later she returned with such 
intense epistaxis that it was necessary to plug the anterior and posterior 
nares. The urine was loaded with albumin and the blood pressure was 240. 
The patient was in imminent danger of death, and labour was induced by 
abdominal hysterectomy under spinal anesthesia. The preliminary 
morphine and scopolamine were so effective that stovaine was unnecessary, 
and the operation was performed without difficulty. The nasal plugs were 
removed the following day . 

She got on well on water diet, but unfortunately was given in error 
turkey and pudding on Christmas Day: this caused marked disturbance 
of vision, and the oculist, Dr. Crawley, reported that she had retrobulbar 
paralysis. She was kept first on water, then on light milk diet, and was 
finally transferred to a general hospital where she had improved 
considerably. 

Epistaxis may be regarded in the same light as toxamic accidental 
hemorrhage and the intra-abdominal and other bleedings that are seen 
in many severe types ot toxaemia, but it is very rare. The severe symptoms 
which followed the ingestation of food were considered to constitute a 
striking example of the food theory of toxeemia. 

Dr. T. G. WiLson said that it was not often necessary to plug the 
posterior nares, but in this case it had been absolutely necessary to do so 
in order to stop the bleeding, though if the patient had not been pregnant, 
he thought that the loss of blood would probably have done her good, 
and it would have brought down her blood pressure, which was very high. 
He thought that this condition was rare, as he had looked up the subject 
in literature, and had not found any cases recorded in either the Journal 
of Laryngology or in the American Journal. Referring to treatment of 
these cases by X-raying the spleen, he said that if this case had not been 
so urgent, this method of treatment would probably have been successful, 
as it would have brought down the blood pressure, which he regarded as 
the cause of the epistaxis. 
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The CHAIRMAN said that he thought in this case the nomenclature was 
wiong, as he would scarcely be inclined to regard it as a case of toxaemia 
of pregnaucy ; he thought it was more a case of severe nephritis supervening 
on pregnancy. In the vast majority of cases of stillbirths, the cause was 
underlying bad health of the mother. He thought that in this case the 
condition must have been present for some time, as it seemed to him 
unlikely that retrobulbar neuritis would come on twenty-four hours after 
the taking of solid food. Eye symptoms such as optic neuritis etc. of 
course made the prognosis in these cases much more gloomy. 

Professor DAVIDSON referring to the termination of pregnancy in this 
case, asked if it wouid not have been less of a shock, and less danger to 
the patient it labour had been induced by means of a stomach tube, 
instead of opening the abdomen. Labour in these cases of albuminuria and 
toxemia was usually very easy. 

Dr. D. J. CANNON referring to spinal anesthesia, said that it was the 
best from the point of view of reducing shock, but he thought that it was 
supposed to be bad in cases of high blood pressure; and the patient in 
this case had had a high blood pressure. He agreed with the Chairman 
that the case appeared to be more one of nephritic toxamia than of 
toxemia of pregnancy. Sometimes eye symptoms occurred in pregnauicy, 
but cleared up immediately aiterwards. He thought that the Master of the 
Rotunda Hospital had been quite right to empty the uterus in his case. 
In cases of nephritic toxemia the great danger was severe deterioration of 
the kidney. He mentioned a paper which he had recently read in the 
American Journal of Obstetrics, in which Werner had advocated the appli- 
cation of X-rays to the spleen for various conditions, and he, personally, 
thought that perhaps X-raying the spleen would check epistaxis also. 

Dr. G. TrerRNEY asked if, when looking over the literature of these cases, 
the Master of the Rotunda Hospital had found that all reported cases of 
epistaxis had been as serious as the two cases which he had reported. 
He, himself, had had a case of epistaxis recently in a woman five months 
pregnant, but the epistaxis was checked by the administration of calcium 
lactate. She, however, had not albumin in her urine. 

The Master of the Rotunda Hospital, in reply, said that he thought 
it was a true case of toxzemia: many women date their troubles from 2 
supposed chill or trauma, and little attention need be paid to them. Thc 
urine was normal before pregnancy. It was a fallacy that the toxamias 
of pregnancy occurred only in the later months: he had seen many 
examples in the fourth, fifth and sixth months, and they wére most 
difficult to treat. Abdominal hysterectomy was the method chosen because 
it was quick, and speed was necessary. X-ray of the spleen would not 
have been suitable, for the same reason. He did not fear the possilii it 
of sudden diminution of the blood pressure with spinal anvesthesia. He 
agreed that it was difficult sometimes to differentiate between a true 
nephritis and toxcemia. The literature on the subject of epistaxis in 
pregnancy was meagre. 

The Master of the Rotunda Hospital read a communication : 

“RUPTURE OF THE UTERUS TREATED BY PLUGGING THE RENT. RECOVERY.” 

The patient was aged 35, II-para. Previous labours normal. She was 

brought to the Rotunda Hospital having been given one c. ¢. of pituitrin 
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by her doctor in the second stage of labour. As there was no advance after 
an hour he applied forceps and delivered a stillborn child. Efforts to 
express the placenta and to remove it manually, failed. On admission she 
was pulseless and in profound shock, just conscious. Routine treatment 
showed little reaction and the placenta was sought for. The cervix was 
closed but on following the cord it was found that the uterus was 
separated from the fornix on the left side and the placenta was among the 
intestines: it was removed. Intestines appeared at the vaginal vault 
and the rent was plugged with a large tampon of iodoform gauze. Two 
days later symptoms of intestinal obstruction appeared, and the gauze 
was removed. For 14 days she got on well but there was always some 
distension without absolute rigidity. Svmptoms of slight peritonitis then 
appeared and the abdomen was drained : two pints of foul sero-sanguinous 
fluid escaped and a dranage tube was inserted. She has progressed well 
since then, but there is still some discharge from the wound which it is 
hoped to clear up with ultraviolet rays. This patient would have died 
had laparotomy been done: she lived after the treatment of plugging : 
this is a valuable aid to obstetrical technique and can be carried out by 
the general practitioner. This rupture occurred, probably, from the over- 
dose of pituitrin in the second stage of labour. One c.c. is far too large 
a dose: when given at all, two or three minims should suffice, and should 
then be given in selected cases. 


The Chairman in congratulating the Master of the Rotunda Hospital 
on his successful treatment of this case, said that his communication had 
been extraordinarily interesting. When a patient came in in a condition 
of shock, as in this case, there was nothing to be gained by laparotomy, 
and he thought that this patient would certainly have died had laparotomy 
been done. Most of those cases, if they did not die of shock, died from 
sepsis within ten days. He mentioned the statistics published bv 
Déderlein from cases of rupture of the uterus at the Clinic at Munich 
during the last fiftv years, when there had been fiftv cases. Seven of the 
cases had been untreated and had died. Ten had had laparotomy performed. 
and of these, 60 per cent. had recovered. The other cases had been treated 
in various ways. Fight of them were treated in a way similar to that 
described by the Master of the Rotunda, and 4o per cent. recovered. On 
the whole, the average of recovery had been between 4o and 50 per cent. 
during the last fifty vears. He thought that in this case the large amount 
of pituitrin which had been given was probably responsible for the 
condition. If cases were not too ‘“‘shocked,’’? he thought they were better 
treated by laparotomy ; but a great deal depended on the method by which 
the shock had been brought about, and also on the time which had elapsed 
since the rupture had taken place, and when the patient was seen. 


Mr. W. Prarson said that it was verv difficult in this case to decide 
what to do after the primary shock had been overcome. It was a question 
of either peritonitis or intestinal obstruction. It proved, however, to be 
an obstruction, and the patient had done fairly well for a fortnight. After 
that time the temperature rose, the abdomen became distended and soft: 
but it was plain that it was an obstruction, as if purgatives or enemata 
were given, the bowels moved. There was a good deal of dullness in the 
right iliac fossa, extending across to the middle line, and the probability 


was that it was a case of mild peritonitis. The abdomen was opened, and 
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peritonitis was found, and a great deal of turbid fluid, also adhesions the 
whole way across to the abdominal wall. 


Dr. D. J. CANNON said that these cases were rare. He, personally, had 
only come across two. One was caused by the injudicious use of pituitrin, 
and the baby died. The other was a case of spontaneous rupture from 
a previous scar. He did not think that there was any great danger of sepsis 
if the gauze was left in for ten or fifteen days. He thought that if the 
foetus was completely in the peritoneal cavity it would be difficult to 
deliver the baby unless the scar was extended; and it would add to the 
shock to deliver the baby per vaginam. In these cases, he thought that 
laparotomy should be done. 


Professor A. H. Davipson asked where the rupture was in this case, 
was it in the uterus or not ? He had had three cases of rupture of the 
uterus, two following version, and one following a breech. In the first 
case, the rupture had been discovered when trying to extract the placenta, 
and it was not got away, and the rupture was in the fornix. The placenta 
was removed by traction of the cord and the hand was not inserted. He 
thought that this was a very good point in technique, as it might be possible 
to avoid introducing sepsis into the abdominal cavity. All his cases had 
healed. He asked if there was any possibility of the collection of fluid 
in the abdomen being urine, as he thought perhaps the bladder had been 
injured by the rupture, as sometimes the bladder was concerned in cases 
of ruptured uteri. 

The Master of the Rotunda Hospital, in reply, said that he had met 
three cases of rupture of the uterus in the past three months, the one he 
had reported, which lived; one of quiet rupture, which died; and another 
which occurred on the previous day where there was a_ spouting 
uterine artery : hysterectomy was necessary and the patient is still alive. 

Plugging, when possible, was the best treatment, but there were some 
cases for which laparotomy alone was possible. The practitioner must 
choose his case for treatment. This patient required much care in 
management. She had serum and saline, and it was difficult to keep her 
bowels free. The uterus was completely separated from the vaginal vault, 
and he believed that the gauze temporarily obstructed the bowel 
a complication he had not encountered previously. At the time of the 
second operation ileus from the peritonitic fluid was the trouble. 


A Meeting of the Section of Obstetrics of the Royal Academy of 
Medicine in Ireland was held in the Royal College of Physicians on 
Friday, March 11th, 1927, the President (Dr. D. G. Mapii), in the Chair. 

Dr. D. CANNON read notes on: 

A CASE OF RETROPERITONEAL FIBROID, 
and showed a specimen. The patient was a woman aged 36, who had 
consulted him some time ago as her abdomen was growing larger. She 
had been married four years and had no children, but was intensely 
anxious to have a child. She had been operated on for appendicitis a year 
and a half before. She looked worn, tired, and rather older than her years. 
The periods were normal except for slight dysmenorrhcea. The heart, lungs, 
and kidneys were normal, Inspection and palpation of the abdomen 
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revealed a symmetrical tumour, semi-solid in consistency, filling the 
abdomen. On bimanual examination the tumour could be felt bulging 
the posterior fornix, more to the left than the right. By the vagina it 
was stony hard in contrast to the almost cystic feel on the abdominal wall. 
The cervix uteri was high up underneath the symphysis to the right side. 
The diagnosis lay between an ovarian cyst complicated by a cervical 
fibroid, and a cervical fibroid or broad ligament fibroid which had become 
abdominal. When the abdomen was opened, the latter condition was 
found. During enucleation, severe bleeding was encountered, and so a 
rapid enucleation of the upper pole of the tumour was carried out. Towels 
rung out of hot saline were packed into the bed from which portion of the 
tumour was enucleated. The patient now suffered from 


shock but 
recovered after a short time. 


The lower pole of the tumour was enucleated 
with little bleeding. The left ureter, which was displaced outwards was 
followed to its disappearance into the parametrium, and was intact. The 
uterus, which had reached the level of the umbilicus, was pushed well over 
to the right side and the cervix was elongated. The peritoneum of the 
posterior wall of the left broad ligament and Douglas’ pouch was spread 
over and adherent to the intestines. All bleeding points were carefully 
ligated, the peritoneum was separated from the intestines, and omental 
adhesions were ligated and divided. The excess of peritoneum was 
removed, and the margin of the rent, which was oozing blood, was sewn 
all the way round with continuous catgut. The thickened peritoneum 
presented the appearance of thickened tunica vaginalis in old hydroceles. 
The cavity was obliterated by mattress sutures and rubber tubing which 
was split and threaded with gauze was inserted into the obliterated portion 
of the cavity and taken out at the lower angle of the wound. The 
abdomen was closed, and the patient left the table in fair condition. Dr. 
Cannon saw her at 6 o’clock that evening, when she seemed quite well, 
and gave no cause for anxiety. 


Three hours afterwards the patient had 
collapsed. 


She was then in articulo mortis and died in a few minutes. 
There was no evidence of bleeding from the tubes. Dr. Cannon’s 
opinion was that she died of secondary shock as a result of haemorrhage. 
She certainly had not died of primary shock. Dr. Cannon said that if his 
opinion was correct, he believed that the patient would not have died if 
he had done a complete hysterectomy after the tumour was enucleated. 
He would then have tied off the main blood supply to the pelvis, and 
could have drained the retroperitoneal space through the vagina. Removal 
of the uterus would then have been an easy procedure under the cireum- 
stances. The uterus was only left because the patient was 


intensely 
anxious to have a baby. 


Whilst Dr. Cannon had charge of the Gynecological Department of 
St. Mary’s Infirmary, Highgate, he had encountered four retroperitoneal 
tumours. They were all small; three were parovarian cysts, and one 
was a fibroid. They had presented no difficulties. This case belonged 
to a different category. On account of its size the cavity was difficult to 
obliterate, and the tumour was undergoing degenerate changes, and 
probably had been infected, and therefore the cavity was probably a 
vascular one. 


The President said that this was one of the largest fibroids he had ever 


seen, Which had been enucleated without removal of the uterus. It was 
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dificult to know what more could have been done, as there must have 
been severe hzemorrhage from the bed of the myoma. 

Dr. FITZGIBBON said that the position of the tumour and its size made 
the case similar to one of full time ectopic pregnancy. He had recently 
seen a case of this, and had done exactly what Dr. Cannon had done. When 
the patient had left the operating table he was satisfied with her condition, 
but she died later, the cause of death was venous bleeding from the para- 
metrium. When a patient came round from an anesthetic, and venous 
oozing of blood started, it was frequently the cause of death. In a case 
such as Dr. Cannon’s he would certainly have saved the uterus. 


Dr. Casstpy said he could not agree with Dr. Cannon about the wisdom 
of leaving the uterus. In patients with a tumour of this nature, the 
possibilities of pregnancy after removal of the tumour were extremely 
small. He referred to the importance of testing the patency of the 
Fallopian tubes before opening the abdomen, as unless the Fallopian 
tubes were patent, pregnancy could not take place. He thought that Dr. 
Cannon had trusted to the closing of the bed of the tumour and that this 
had proved to be ill founded. He, Dr. Cassidy, would have done complete 
hysterectomy. If the Fallopian tubes were not patent, the only reason 
for leaving the uterus was to preserve the menses. Myomectomy was 
quite a safe operation, but should be preceded by testing the Fallopian 
tubes. 


Dr. SOLOMONS said that in a case such as this it was impossible to say 
whether hysterectomy or myomectomy should have been done unless one 
was present. When there was reasonable doubt at the time of operation, 
hysterectomy should be the choice in spite of the wish of the patient that 
the uterus should be preserved. Many myomas were infected, and this 
fact must be borne in mind when considering the question of radical 
or palliative measures. Secondary hemorrhage was the cause of death 
in this case. Heemorrhage during the operation of myomectomy could be 
overcome by the use of Bonney’s clamp and of a ring forceps on the 
ovarian vessels: it would, however, have been impossible to use the 
former in this instance. It was a fallacy to believe that myomectomy did 
not cause sterility : it was often caused by the presence of myomas—a fact 
which was proved by the fertility which followed their removal. 


Dr. A. H. DAvipson said that in a case of cervical myomata, where the 
cervix was elongated, the fact of this elongation would be a point against 
preserving the uterus. He wondered if the lengthening of the cervix was 
likely to be reduced after removal of the myoma, and referred to a point 
mentioned by Dr. Schiller in a recent paper. Dr. Schiller said that 
myomata were signs of ovarian disease, and that if the ovary of a woman 
who had myomata was transplanted into a woman who had not, myomata 
would grow in the uterus of the woman into whom the ovary had been 
transplanted. 


Dr. Cannon, in reply, said that he had not sufficient practical 
experience to ake a statement, but the view in Vienna was that sterility 
and fibroids were associated. After he had enucleated the tumour he could 
not see the uterus for a time, and he then found it high in the abdomen 
on the opposite side. It is difficult to know whether the uterus would remain 
hypertrophicd after the operation or not. The patient had died from 
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secondary hemorrhage, and this hemorrhage was, he thought, due to 
ovarian dysfunction. 


Dr. Cassipy read a report on 
THREE CASES OF HYPEREMESIS GRAVIDARUM. 


Vomiting in pregnancy must be differentiated from :—(a) Some 
affection of the gastro-intestinal tract, ureemia, tumours of the brain or 
spinal cord, meningitis, latent pyelitis. (b) Symptoms of some other 
toxeemia of pregnancy, e.g., pre-eclampsia. The term must be reserved for 
cases where vomiting and pregnancy are synchronous and where no 
associated cause exists other than pregnancy to account for the vomiting. 
Statistics of the occurrence of morning sickness are given with the 
assertion that it is more frequent in primigravidee than in mul!tipare. 
The period when it occurs is between the eighth and sixteenth weeks. The 
suggestion is made that it rather affects those carrying a male child. 

Lindemann’s post-mortem findings are quoted, i.e., central fatty infil- 
tration in the liver, as occurs in Acute Yellow Atrophy: changes in the 
kidney resembles the findings in the kidney of pregnancy and may progress 
to those found in severe parenchymatous nephritis. Miller’s work in 
connexion with vagus control as it affects reflex cases is quoted together 
with the views of some American writers on the pathological conditions 
found in the pelvis. The psychical nature of some cases is stressed, but 
as against this it is shown that dogs and cats suffer from a similar 
affection in pregnancy. Blame had been laid at the door of the endocrinal 
system and some authors (principally French), point out that there is 
deficiency in the corpus luteum, which is supposed to counteract the toxins 
generated by the chorionic villi. The occurrence of hyperemesis in 
conjunction with vesicular mole was as high as 19 in 27 cases according 
to Pinard. Van den Bergh’s test for bilirubin in the blood in the hands 
of Seitz shows increase in hyperemesis, over the normal increase during 
pregnancy. 

In cases of neurotic or reflex origin the clinical picture is intense thirst, 
bodily weakness, emaciation; which, although distressing to the patient, 
give no real cause for alarm, and disappear as pregnancy advances. In 
the toxic variety the pulse-rate is increased in spite of rest in bed; the 
tongue is furred and dry; the skin is dry; the quantity of urine is 
diminished and contains pathological elements such as albumin, casts, 


acetone ; coma, delirium and insomnia may occur and the condition is very 
grave. 


Clinical notes of three cases treated within the past twelve months 
are given, each of which recovered though treated on different lines. 

Case 1. Mrs. M., aet. 29, nine weeks’ pregnant, admitted to hospital 
in an emaciated condition, vomiting constantly. The blood count was 
very fair; blood presstire normal; the quantity of urine excreted in twenty- 
four hours was normal but contained] some albumin and casts. She 
showed little response to usual treatment of rest in bed, starvation, bowel 
lavage and purgation. Corpus luteum was given in one e.c. doses hypo- 
dermically, with little or no result. This patient admitted that both 
she and her husband were anxious not to have a child. Following the 
practice of Malinin of the Frauenklinik in Saratow, about 25 c.c. of the 
patient’s own blood was withdrawn from the median basilie vein and 
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reinjected in six different places. Two similar treatments were given at 
intervals of three days. The patient began to improve rapidly. The 
Parish Priest visited the patient at this time,and it must remain undecided 
whether the Church or Medicine is entitled to the credit of the successful 
issue. 


Case 2. Mrs C., aet. 28, married four years, seven weeks pregnant : 
one full-time pregnancy two years before. Her general condition was very 
bad; she showed great fatigue, anzemia; blood pressure 116/80; pulse-rate 
g0; urine scanty and contained albumin, casts and acetone; skin dry; 
tongue dry and furred, with great thirst and sordes around lips. The 
uterus, which was retroverted, was replaced and a pessary inserted. 
Treatment consisted of complete rest, purgation, bowel lavage and rectal 
administration of bicarbonate of soda and potassium bromide. Corpus 
luteum extract proved ineffectual. After two weeks the patient began to 
improve and was discharged, eventually, completely cured. 


Case 3. Mrs. K., aet. 24. primigravida eight weeks pregnant. Uterus 
in normal position ; pulse-rate 84; slight aneemia; urine scanty, containing 
albumin, casts and large quantities of acetone. Patient vomited on making 
the slightest movement in bed. The usual treatment of purgation, bowel 
lavage and administration of bicarbonate of soda per rectum was given. 
Corpus luteum had no effect given hypodermically. Radiation of 
hypophysis was attempted. The first improvement was noticed 14 days 
after admission to the nursing home and followed the administration of 
potassium bromide, gr. xxx., in four ounces of water into the rectum, 
morning and evening. 


The PRESIDENT referred to a discussion on hyperemesis in early 
pregnancy which had taken place at the Obstetrical section in the previous 
year, and to the fact that Dr. Fitzgibbon had then laid great stress on the 
neurotic element in these cases, and their treatment by psychotherapy. 
He, personally, thought that a great many of these cases were toxic in 
origin. He had tried the administration of thyroid extract in a couple of 
cases, but had not found it of any value. He was interested to note that 
in one case of Dr. Cassidy’s, corpus luteum had not done any good, but 
the injection of the patient’s own blood had; while in another case, 
potassium bromide had affected the cure. He thought Dr. Cassidy was 
to be congratulated on the fact that he had not to induce therapeutic 
abortion in any of his cases. It was always taught that if starvation, 
thorough elimination, and rectal enemata did not stop the vomiting in 
these cases, that pregnancy should be stopped; yet Dr. Cassidy’s three 
cases, had all been treated in different ways, and it had not been necessary 
to produce abortion in any of them. 


Dr. SoOLOMONS said that if women were unaware that vomiting occurred 
in pregnancy, few would suffer from it. Patients were often in doubt as 
to their condition, because they had been told by their friends that they 
ought to vomit, and this symptom was absent. He was a firm believer in 
the neurotic or psychological element as an eetiological factor in the mild and 
severe forms of vomiting ; irrigation of the stomach had a good effect in all. 
When done gently it caused no shock, and it had the excellent effects of 
(1) removing the backflow from the liver; (2) clearing up hysterical cases 
because of its unpleasantness. It was also a useful measure because 
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purgatives could be left in the stomach, and he was surprised that Dr. 
Cassidy had not used this simple and excellent form of treatment in any 
of his cases. He believed in removing basins from the patient’s bedside, 
and in putting the patient on a full diet free from greases. While holding 
the view that most cases were of the psychological type, he knew that 
there were some few which were toxeemic and must be treated as such. 
He was interested in the treatment by injecting the patient’s own blood 
subcutaneously, but noted that the sequence of events as stated by the 
essayist, were injection of blood, marked fright, cure. The necessity to 
perform therapeutic abortion seldom arose. 

Dr.FITzGIBBon said he thought the psychical element in these cases was 
very strong. Patients got into the habit of vomiting, and therefore thought 
they should vomit. He had found, while Master of the Rotunda Hospital, 
that patients generally responded to starvation, elimination and enemata, 
and he had only had to induce abortion in two cases. In one case, even 
after abortion, the patient had died. These cases seemed to respond to 
all sorts of treatment, and the more he saw of them the more he was 
convinced of the psychical element in them. In some cases there was 
reflex vomiting; sometimes in cases of retroverted uterus, after the 
position of the uterus was rectified, the vomiting ceased. Some patients 
suffered from excessive salivation, as well as vomiting. He did not think 
there was any reason for believing in the toxic element in these cases. 
Vomiting was always more severe in multiparee than in primigravide. 
In one case he had tried injecting human blood into the patient, but 
without any result. He thought there was far too much fear of letting 
these patients carry on, and that pregnancy should be allowed to continue 
up to the fourteenth or sixteenth week, and different methods of treatment 
should be tried till then to stop the vomiting, before abortion was induced. 

Dr. D. CANNON asked if any effort had been made by gynecologists to 
visualize the mechanism of the stomach in these cases. He had come 
across a couple of cases which had been investigated on these lines, and 
in which it had been proved that achlorhydria was present, but that there 
was not much hydrochloric acid present in the stomach. He referred to 
work done by Professor Wilkie in this connexion, and also work done by 
a German investigator, who had shown that over-regurgitation of bile 
into the stomach would cause morning vomiting and other symptoms in 
these cases, and who suggested the administration of atropine sulphate. 
He felt that these cases were functional in nature, and not toxic. He 
wondered how a retroverted uterus could cause gastric symptoms, and 
yet he had often found that simple correction of the uterus did affect a 
cure in these cases. An American investigator had also proved that duo- 
denal stasis was present in these cases. 

Dr. G. TizrNey said he thought it was very difficult to decide which 
cases were toxic in origin, and which were not. He considered that a 
number of these cases were associated with a psychic element, as well as 
with a toxic element. He mentioned a paper recently published by Dr. 
Leavy of New Orleans, in which he (Dr. Leavy) stated that as evidence 
of toxemia, acetone was found in the urine, and diminution in the blood 
sugar, and in the CO, combining power of the blood. He reported six 
cases in or about the fourth month of pregnancy. These cases were 
treated on general lines for a time, but without success, and then came 





696 Journal of Obstetrics and Gynecology 


under his care. He treated them with insulin and glucose. One patient, 
who was four months pregnant and had been vomiting continuously for 
three weeks, was in such a state that he thought he would have to resort 
to therapeutic abortion, but after the intravenous injection of insulin and 
glucose, the vomiting ceased, and she went to term. The glucose was 
given in a ten per cent solution intravenously. 

Dr. E. Harvey said he thought that the cases which were helped by 
insulin might have been cases in which acidosis had been the cause of 
the vomiting, and therefore insulin would cure them, but he did not think 
that it would necessarily work in other cases in which acidosis was not 
the cause of the vomiting. 

Dr. Casstpy, in replying, said that he did not think the psychical 
affect of washing out the stomach in these cases would be sufficient to 
justify the distress which it would cause to patients. Most of these cases 
were of a neurotic type. In most cases vomiting developed about the 
eighth week, and got better about the sixteenth week. As the resisting 
powers of the body were increased, the vomiting ceased. Regarding the 
finding of acetone in the urine, he said that in any case of starvation this 
would be found, and, therefore, he did not think that the finding of it 
should be taken as pathognomonic of hyperemesis gravidarum. An 
increase of bilirubin in the serum, was, he thought, a sigi that the case 
might be toxic. From the clinical point of view it seemed that the 
important thing was to try to distinguish between the tox-emic and the 
purely neurotic case. 


MEDICO-LEGAL SOCIETY. 

A Meeting of this Society was held on Feb. 24th, Sir Wim.1AM W1L1L.CcOXx 
in the chair, when Dr. FREDERICK J. MCCANN read a paper on 

CASES OF MEDICO-LEGAL INTEREST IN THE PRACTICE OF GYNACOLOGY. 

Dealing first with virginity and defloration, Dr. McCann said that on 
medical evidence alone it was difficult, and sometimes impossible, to 
establish the fact that a woman was virgo intacta. Mr. D. Corks-PREEDY 
had stated that “the presence of a hymen is generally received by the court 
as sufficient evidence of the accused being a virgo intacta.’”’ But the 
presence of an unruptured hymen was not absolute proof of virginity, nor 
did a torn hymen prove that a woman was not a virgo intacta; it was 
often impossible to be sure unless the vulva was seen soon after the 
attempt, betore the torn surfaces could unite. A young woman arrested for 
loitering and prostitution was examined and found to have a well-developed 
semilunar hymen, thin, aud readily distensible. In the centre was a small 
notch, and leading backwards from the notch was a tiny white scar, 
indicating that there had been a partial tear in this position, which had 
healed. He could not report that she was a virgo intacta, but said that 
she did not seem to have had repeated intercourse. Too often the hymen 
was torn during exatninations without considering consequences, and the 
pelvic organs of virgins should be examined per rectum wherever possible. 
If the hymen had been injured, it should be repaired by accurate suture 
with fine catgut. Signs of virginity were sought in the hymen, fourchette, 
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perineum and vagina. The breasts gave no guidance, for even milk might 
be present in the virginal breast, infants sometimes being put to the 
breasts of a virgin. Sometimes a hymen had a vertical opening, and the 
inexperienced might consider that this was a rupture. What was of most 
importance in legal medicine was the texture and consistence of the hymen. 
A thin elastic membrane was not easily ruptured; if ruptured it bled little, 
and it could be pushed upwards by the male and satisfactory coitus ensue 
without rupture. Kanony had collected records of 43 cases of pregnancy in 
which the hymen remained unruptured. Coitus did not destroy the hymen, 
it only ruptured it in one or more places. In some cases the texture of 
the hymen was such that it was readily torn and bled freely ; sometimes 
it had to be divided to permit of coitus. Much had been made in the 
courts of the possibility that the hymen might be absent from birth, but 
he had never encountered such a case. It might, however, be so altered 
by inflammation or injury that signs of virginity could not be determined. 
The exanthemata and diphtheria had a great influence on the generative 
organs of the female child; inflammation might even result in an imper- 
forate hymen or an imperforate vagina. The effect of masturbation was 
usually a dilatation of the hymeneal orifice, without evidence of rupture. 
The fourchette and the perineum might be torn by violent intercourse, or 
when the diameter of the penis was out of proportion to the aperture. 
The absence of such injury was no proof of virginity. No reliance could 
be placed on the absence of rugosity in the vaginal walls as a sign that 
penetration had occurred. All the signs of virginity might be present 
in a woman who was not a virgin, and all those signs might be absent 1n 
a virgin. He had been called to a woman, aged 60, who had advanced 
abdominal cancer. Her first husband had been impotent and had so 
remained until his death, and her second marriage had never been consum- 
mated. Her hymen was tough and resistant with a small central opening. He 
considered she was a virgo intacta despite 30 years of married life. Another 
woman, married eight years, had never had connexion. Both of these 
women seemed very ignorant of sexual matters. In all cases of a difficult 
kind he suggested that an expert in gynecology should be consulted. 
Turning next to the consideration of rape, Dr. MCCANN said medical 
men not infrequently became the dupes of designing females through 
accepting statements which were not justified. It was not always possible 
to say whether the female sexual organs had suffered violence by the male 
or by other physical means. To come to the definition of rape, penetration 
to the vulva was said to be sufficient. In a recent case in which there was 
neither defloration nor signs of violence nor the presence of spermatozoa 
such a charge could not be sustained on medical evidence alone. The 
phase ‘‘penetration to the vulva”? was meaningless in the case of the child, 
because in the very young child the hymen projected beyond the level of 
the surrounding parts. In legal medicine the differences between the 
female child and the adult were often ignored. In adult females, unless 
defloration, violence, or the deposition of semen could be proved, the 
charge could not be sustained on medical grounds. In some of the cases 
which had come to his notice false charges had been made against men 
because of the existence of a purulent discharge in children. A purulent 
discharge from a child’s vulva was not sufficient ground for a criminal 
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charge; there might be an organism closely resembling the gonococcus 
which had no relation to the disease. He thought that the law in relation 
to rape needed clearer definition; it did not keep pace with the advances 
in science. In most cases of alleged rape the charge should be one of 
indecent assult. The term ‘“‘rape’’ should be restricted to cases in which 
penetration had been proved, or where considerable local injury haa 
followed attempts at penetration. 

Dealing with nubility, impotence, and sterility, Dr. MCCANN said that 
the law seemed to regard the female as a mere passive agent in the sexual 
act. He suggested that a nubile or marriageable woman was one whose 
sexual organs were normally developed or were without irremediable defect. 
The’ menstruai function was ignored in these words, for it could often be 
restored when absent. In one case both husband and wife seemed well 
developed but the marriage had not been consummated, and the judge 
pronounced a degree of nullity. Here a judicial warning would probably 
have had a salutary effect ; sometimes friendly advice by the family doctor 
would obviate a judicial appeal later on. Impotence, Dr. McCann would 
define as the failure of the power to copulate, or failure of the power to 
generate. Both might be present in the same individual. The failure 
to distinguish between these two struck at the root of the confusion on 
the subject in legal medicine. Sometimes a degree of nullity had been 
obtained against a male by a female, and subsequently that male had 
become the father of a family. Works on legal medicine too frequently 
overlooked the psychical influence in sexual desire; it explained some 
cases of impotence, at least temporary impotence. Sometimes, owing to 
male impotence, methods of sexual excitation had been employed which 
had had an injurious effect on the nervous system of the female. Impotence 
he regarded as much more common in the female than in the male; yet 
the woman was regarded as the mere passive agent, and if her vagina 
would admit penetration, she would not succeed in a nullity suit. As to 
sterility, generative incapacity on the part of the female rarely came before 
the courts, perhaps because of difficulty in establishing its existence. A 
woman with normal sexual organs might be successfully impregnated by 
one man and fail with another. He was sure that slightly undersized 
uterus would carry a foetus successfully to the end of gestation. 

A young woman engaged to be married consulted him because she had 
never menstruated. She had an imperforate vagina and no uterus could be 
detected. Her fiancé urged that a segment of the small intestine should be 
transplanted into the region of the vagina to produce an artificial vagina. 
Dr. McCann advised against such an operation as it was dangerous and 
unjustifiable, and urged giving up the idea of marriage. She consulted 
another surgeon, who performed the operation, and it proved fatal. 

Speaking of venereal disease and divorce, Dr. McCann said it was very 
necessary that the doctor who was first consulted should make a thorough 
examination of his patient, male or female, or consult with an expert 
without loss of time, as it might be difficult, even impossible, to obtain 
evidence at a later date. To establish the diagnosis of gonorrhoea in the 
female it was essential that secretion should be obtained for examination 
from the urethra, from the glands of Bartholin, or from the cervix uteri. 
Secretion from the vagina for this purpose was useless. Yet in a recent 
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case smears taken from the vagina were offered as evidence. In order to 
detect the gonococcus, a sterilised platinum needle should be used to obtain 
specimens for microscopical examination, as well as to inoculate the cul- 
ture medium. The science of bacteriology had not yet reached the degree 
of perfection which enabled a medical man to make positive assertions in 
the witness-box ; he could only show that he had investigated a particular 
case with every care. The same applied to the diagnosis of syphilis. 

Removal of both ovaries in a young woinan might be followed, in the 
course of years, by such shrinking of the vagina that, in the event of her 
subsequent marriage, sexual intercourse might become difficult or 
impossible. Hysterectomy did not always banish sexual desire, but it 
interfered with sexual pleasure, for without a uterus there could be no 
orgasm. The question of operations on the female genitalia before marriage 
was an important one. If a woman who had undergone hysterectomy 
married without telling her future husband the nature of the operation she 
had undergone, could the man obtain a degree of nullity? A man who 
married a woman pregnant by another man could not obtain relief. 
Dr. McCann thought that the law should be altered to include the cases 
where the knowledge of a mutilating operation or the existence of 
pregnancy by another male was withheld. Many operations, moreover, 
left psychical effects of far-reaching importance, and this aspect would 
demand more attention in the future, as it loomed large in the patient’s 
mental horizon. 

In the discussion which followed Dr. M. I. FINnucang, Sir TRAVERS 
HuMPHREYS, Sir BERNARD SPILSBURY, Mr. W. G. EARENGEY, and the 
CHAIRMAN took part and Dr. McCann, in a brief reply, pointed out how 
important in these cases was the evidence of the medical man who first 
saw the victim. Unless the child was seen fairly soon, healing of the hymen 
took place. Puberty was the earliest period at which vulval penetration 
was possible, unless there was precocious development of the sexual organs. 
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NEW ZEALAND OBSTETRICAL SOCIETY. 
(N. Z. Branch B. M. A.) 

The youngest Obstetrical Society in the British Empire is the one 
which has recently been founded in New Zealand under the above title, with 
the following officers :—Patron, Dr. Riley, Dunedin; President, Dr. 
Irving, Christchurch; Vice-President, Dr. Leahy, Hawke’s Bay; Secretary 
and Treasurer (Joint Offices), Drs. Gordon and Gordon, Stratford. 

The new society’s aim has been to establish itself on a broad, scientific, 
and co-operative basis, so that, in time, it shall come to be regarded as the 
rightful scientific court to which all obstetrical problems in New Zealand 
may be referred and from which the bulk of public instruction shall 
emanate. 

We welcome the appearance of this Society, which has been founded 
on the right lines, and wish it every success. 


a ye tine 





